MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLANE 


101 G9 7MEDICAL EXAMINER'S CERTIFICATE OF DEATH 1015 52 


PLACE OF DEATH 2. “USUAL RESIDENCE (Where deceesad lived, It ination: Residance before redientiont 
je. COUNTY @. STATE b at 


1 


FOR STATE 
HEALTH DED 


ie 

sa8 ___ Gees = Lge bitch | ae Mde Cecil 

tee b. CITY OR TOWN (if outside corporate limits, | @. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give neeras! lown) 

wees write RURAL and giva nearast town) | 

i ° 

ofS -, absing Sun, Rede All life — IX Rising Sun, R.De  - ! - 

5S d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) di STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 
| Yes [_] NO ica 
3. NAME OF First 4. DATE Month Dey Yeer 
DECEASED OF 


(Type or print) Wil lj d 


5. SEX 6. COLOR OR RACE| ; 


Ie, USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


t. Machine Ope 


a 
13. FATHER’S NAME 


“Sess gi 60) 


Ms DATE ¢ OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| UNDER 24 HRS. 
jst birthday) ea] im | 


3962887 < Aes. age | tahiad 


11. BIRTHPLACE (Stete or foreign country} 


Mde_ 


14, old. MAIDENNAME 


7. MARRIED [DR Never MARRIED ol 


wipowen [_] pivorceD [_] 
1Ob. KIND OF BUSINESS OR INDUSTRY 


_| Paper Mill 


hours after oe 


12. CITIZEN OF WHAT COUNTRY? 


a laa 


L 0 
:@ ge 
inert files. 
and 2 with the State Board of Health, 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retai 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pag: 


|, 2, and 3 to the fi 


Barrew a Rachel Devonshire a) 2 ere 
15. WAS DECEASED “EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address “a 
(Yes, no, or unkown) aperawapee 
ne SHES | Mrs Estella Barrow, Rising Suny ReDe2e Mde_ 
18. CAUSE OF DEATH [Enter only ona cause per al Ah for (a), a end (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (a), 
uy DO / DUE TO 
Conditions, if eny, which wo Arterio Selerosis = eo 


gave rise to immediete ceuse 
(e}, stating the underlying ( DUETO 
couse fast. (e) 


PART rn OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH ‘BUT ‘NOT RELATED 1 


ite Coronary Occlusion 


te should be executed within 24 hours after death. If any 


THE TERMINAL DISEASE CONDITION GIVEN IN PART Iie), 19. WAS AUTOPSY 
PERFORMED? 


ves [] NO ¥] 


20a. EXTERNAL CAUSE WAS _ LY OCCURED. (Enler nature of Injury in Pert | or Part il of item 18.) 
PRIMARY [] or CONTRIBUTING [J 


CAUSE OF DEATH. 
20c. TIME OF INJURY Month, Day. Yeor 


iting the word “pending” in pencil in Item 18. Give Pages 1, 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
factory, streel, offica bldg., alc.) | 14 


ty) 


‘or town) (c 


MEDICAL CERTIFICATION 


DICAL EXAMINER: This cert: 
wril 


or its designated agent, prior to burial, cremation, or removal, and in any event wij 


Hour a.m. Whila Nob Whila 
pim. 19 at work at work [_] 
a .m 1 
3 21. I certify that | took charge of the remains described above, held an Autopsy iCal Inspection {xd Inquiry [ok and in my opinion 
5 death resulted from: Natural causes {sel Accident C1. Suicide ie Homicide im Undetermined manner {al 
é CHIEF MEDICAL EXAMINER [_] 
a Y Pe tae. m.p, ASSISTANT MEDICAL EXAMINER oO DATE SIGNED 
: Pt 
; 3 a EXAMINER'S DEPUTY MEDICAL EXAMINER Eg] 
DS NAME (Tvs) ReCeDodson _ Addrass (Sireat, city, lown, or county) bg ty 6 0 
wg 22a. BURIAL, CREMATION,| 22b, DATE THEREOF | 22c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (Cily, town, or couniry) —(Stale) 
as REMOVAL (Spacify) 
ge Burdal,___| 960 a, 
Ls 23. FUNERAL DIRECTOR ADDRESS 2de. REC'D BY REGISTRAR | Z4b. REGISTRARS SIGNATURE 
VS. AISME Dy: : 
5M 7/59 Ven e Poul. Rising Sigh ya. pare SEP 8 ‘60 Onthun £ Masa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 - 
INZ9GS CERTIFICATE OF DEATH 10193 


cond 


sé 
3 + 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
=B M SCOUNTY -\Ceell marniano || °* "Delaware b.county New Castle 
Bs &. CITY OR TOWN (if ovkide carporote limit, write Te, LENGTH OF STAYIN Tb ||. CITY OR TOWN {IF outside corporate limits, write RURAL and give neares! town) 
nd gi — 
&> “"Golora Clifton Bark Manor, Wilmington 4/7 3 
23 ; 4. NAME OF HOSPITAL (IF rat in hospital, give street address) @. STREET ADDRESS eT 
@ Ewing Nursing Home 45 Central Terrace, Apt. #1| venom 
3 3. NAME OF Ficst Middle lost 4. DATE Manth ey Yeor 
5 type oreciin Maud. E. Beugless Stan September 15 19 60 
e 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [X%] | 8. DATE OF BIRTH 9. AGE nao IF UNDER 24 HRS. 
Jost birthdo in 
. Female White winoweo[] —soivorceD O. |Dec. 11. 1886 0S. ys il agra 
Re VWs. QSUAL OCCUPATION (Give kind of work done 0b. KIND OF BUSINESS OR INDUSTRY [11 BIRTHPLACE (Sole cr foreign coun) 12. CITIZEN OF WHAT COUNTRY? 
£ joring mast of working life, even if refi 
a3 None Pennsylvania U.S.A. 
Bags 13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 
a Chalkley J. Beugless Anna R. Wilson 
3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17, INFORMANT re 
— (Ves. no. oF unknown) (IF yes, Give wor o dotes of service) Central Terrace 
; Mrs. George W. Beeson G1ifton Park Manor 


oo 


2 he » LA@ebwat seTween 
i , ONSET AND PEATH 
ese A r-e yn OLS i Ch £) 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). and (c.) 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! 


Bi ie DUE TO 


© S$ 2 
as, if any, which mitt vl i al ey Sym 5 alk oh Sve © les 


Then pl 


Gove tise to immediate 3 
couse {0}, stoling the under. ( CUETO 5 \ mae 2 
lying couse fost. & Koyi cular willalissy moh 


Part If, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)| 19. ie AUTOPSY 


PERFORMED? 

oS cc _ yes] No 
200. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part 11 af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Manth, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {Stote) 

Hour 0. n. While Not while factory, street, office bldg., etc.) t 

p.m. 19 fat work (] ot work [} 1 


21. | certify that | attended the deceased from.__.G/ , SO to___..G/ iB, 194 that | lost saw the deceased 
alive on____--_ Pw ix -, and that death occurred at_________.M, fram the causes and an the date stated above. 


= . —=> D> t ADDRESS (Shastradiy br town, state! DATE SIG 
Sonar H) 7 4 V on £ ae el Dt a Sau ae ote (4) 
temes TY <:/ eee ee 


MEDICAL CERTIFICATION, 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
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the registrar prior to burial, cremation, or removal, and in ony event within 72 ho} 


page 3 shauld be detached for use os the buriol-transit permit. 


aod 

eos _— 

RB 3 Za. coRAG, SEATON: ‘2b. DATE THEREOF Re. 1E OF CEMETERY OR CREMATORY d/ LOCATION (City. tawn, or county) (State) 
a i 

zee Buriat" 10.19.60 Riverview Cemetery Wilmington, Del. 

re RE 


si 4 2da. REC'D BY REGISTRAR 2b. Sona ee 
4) f Ws "60 Or Tas 
Yas) dad. MLE W/. LL paTeSEP 21 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10445 CERTIFICATE OF DEATH nag. oin nef 154 


al 


~ ce 
8 z % Acie PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admision) 
°. 5 °. 
ca Cecil MARYLAND Md. bcounTy  Ceril 
£3 b. CITY OR TOWN (If outside corporate limits, write |, LENGTH OF STAY IN Ib || ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Me as Mee Pie fearest town) : <¥) 
2 5p ‘ton 1 week. jpe/ Elkton. 
Z 2 F d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
3 ©. © fa 5 OR INSTITUTION } ON A FARM? 
> J Union Hospital 170 Hollingsworth Manor ves NO 
2 5 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
= B- " 
ne 7 (Type oF print EARL WILLIAM BLACK DEATH Sept. 18, 1960 
8 3. SEX 6. COLOR OR RACE |7. MARRIED f{) NEVER MARRIED [_] |®. DATE OF BIRTH baat sad 
Male White |wowoQ ovo |Septe 3, 1937 ves 


10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working |i if retired) 
In etor Elec. Hose & Rubber, Lansing, Ne. C. U.S.A 


after death. 


= 
met 
2 
> 
ee eh, 
FOr ais 
£ ° 
3 6S 
o _ 
oes 
Be 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
> & & 
g fet J Ira T, Black: Martha. Woods 
= 35 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
: a & sz (Yes, ne, oF unknown] (yes, give war or dates of service] ‘ 
§ ots no | 2414-56-3042 Mrs. Barbara H, Black, Elkton, Md, 
oa, eae 
oP Be 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (<). INTERVAL BETWEEN 
g sZt sama SET AND. al 
2 8 Ped bg IMMEDIATE CAUSE fo) Embryonal carcinoma of the testicle with months 
= 2 
aoe 17 gx pueto me¢tates to the lungs and brain 
= Ser Conditions, if ony, which (0) 
$ BES gove rise to immediote 
5 88s couse {a}, stoting the under. ( CUE TO 
pietee lying couse lost. fc) 
&6c8 pling ico Ureisst.. 
328 poe A Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o]]19. WAS AUTOPSY 
2ST 8 - 
rae iF yes] NO 
2@a505 re) 
c = g 
Foeas © [200. ACCIDENT WAS UNDERLYING (1 |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
eos & ]OR CONTRIBUTING C1 CAUSE OF DEATH 
<eees & | (IF EiTHER, NOTIFY MEDICAL EXAMINER) 
g oy 66 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, } 20f. (City or town) (County) (Stote) 
Esogs 8 Femasroben: Rete outs foctory, street, office bldg., etc.) ! 
aGels = 19 Jot work [J ot work o i 
ozs es B wy 
Z3202 oil cr | attended the secepi? framissemee a ee 1 Wyateh pe he ey , 1¥__,that | last saw the deceased 
Zeezs 
8 a a 4 3 sles on he a , and that death accurred at_______. _M, fram the causes and an the date aeled abave. 
Eo Bo L ADDRESS (Street, city or town, stote) As, 1/4 
rae ACTUAL } Main Street 
e a5 SIGNATURI MD. a-u.....233 Be Main Street 9. ee Sees 
apa 
Dis 2s PHYSICIAN'S r larylan' 
< es i NAME {type)__Se RALPH CANDREWS, JR., MeDe __________ MXkton, Maryland be A ae 
ee 720. BURIAL, CREMATION, | 22b, DATE THEREOF 72d. LOCATION (Ci (Stote) 
2 spas ey L (Specify) 
oto ne surial 9 20—60 nS: 
- - 23. FUNERAL DIRECTOR'S SIGNATURE wy 7% 2Aa. RG PONP aR ‘Ub. WEITER 5 ous 
Vs AIS 4 PIPPIN FUNERAL HOME Elkton, |Mds 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after deoth. Page 4 


TO HOSPITA, 


os 
aa 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


PART |, DEATH WAS CAUSED BY: 
|, IMMEDIATE CAUSE (o) Possible cardiac 
/ & DUE TO 


Conditions, if base | » Rheumatic heart disease auvatonic g 


gove rise to immediote 
couse (a), stoting the under- ( OUE TO 


pnp omsuleH «Physiologic:Congestive heart failure, 


INTERVAL BETWEEN 
ONSET AND DEATH 


1 \ MARYLAND STATE DEPARTMENT OF HEALTH 
vy) DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND if Q 1 5 5 
t 
m4" Org CERTIFICATE OF DEATH 
3 3 1. Sane a we apetatgh = AS (Where deceased lived. If institution: Residence before admission) 
S ad o. % INT’ 
32 C&CIL cee “MARYLAND Sea CECIL 
3 3 b. CITY OR TOWN (If Bis aoe limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, wrile RURAL ond give nearest town) 
o ¥ town) ' 
£2 9c RY BOTT 21 days x CHILDS 
od 50 d. NAME OF HOSPITAL (If not in haspital, give street address) d, STREET ADDRESS e. IS RESIDENCE 
¥ eterans » j ON A FARM? 
y Veterans Administration Hospital { Not_known Yes C] NO) 
is 6 3. NAME Ea First Middle Lost 4 DATE Month Day Yeor 
23s (Type or prin!) CLIFFORD E. BURKINS crate §6©6. September 8 19 60 
3 S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIEDIE] | 8. DATE OF BIRTH 9. AGE Wn year IF UNDER 1 YEAR] IF UNDER 24 HRS. 
. we Y, Month: He Min. 
ee Male White — |wwoweo _oworceo) | November 7, 1902 By delat ESP 6 0 
a ra 100. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g3 during most of working life, ever ae i) o 
S25 Bricklayer, retire Building Maryland USA 
aR 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o.¢ 
ne 3 FRANK BURKINS MARY DAY 
g 
2° 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. IAL SECURITY NO. |17. INFORMANT 
é ee a erate en ccna | ESCCIS USECURITYINO 230 N, Franklin Sb., 
: Yes 221 18 4102 | Ernest Burkins (B) 
8 
a 
« 
2 
J 


Ss 
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Wn. 
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© 


£ 
& 
bee 
Bes 4 Paxr I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o]]19. WAS AUTOPSY 
Roe = 
Ease % Subacute bacterial endocorditis yes (] NO Bg 
eee = 200. ACCIDENT WAS UNDERLYING C]__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il af item 18.) 
AS as & | OR CONTRIBUTING (] CAUSE OF DEATH 
euee & | (iF ETHER, NOTIFY MEDICAL EXAMINER) 
o = ps & }20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) {Stote) 
pv ee a Hour 0, m. While Not while foctory, street, office bldg., etc.) | 
3 i 3 2 3 p.m. 19 fot work [J] of work 4 
ese 
gop 8 that (4) (we) last 
Pd 
eg 8 = — |__| saw the deceased alive anmePbeis A 7909 ___ a! fram the causes and an the date stated abave. 
=o 38 220. SIGNATURE = 5 ee 7b. DATE 
ro / 7s st) 7 ATTENDING MED. STAFF oS ee 
2 Py “ 
re 23 /  Naseectc G CHE IES, M.D. | PHYS. O_pikector Pus. 3) 9~-8-60 
2e Ne. PavSICUA's a Fa 22d, ADDRESS 
2 YPe) ge > 
eg2e 7" JOSEFINA C.RODRIGUEZ M.D. _VAH., PerryPoint, Maryland 
Bge9 23a. BURIAL, CREMATION, | 23b, DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) State} 
oa para (Siete) 
Bz Ps “BURIAL, "| QmS=60 Cherry Hill Cherry Hill, Maryland 
2 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
Als (4 Ad: 
ne piae PIPPIN FUNERAL HOME, Elkton, Maryland DATE SEP 35 '60 Kattan £ Kiguaa 


Pages 1 and @shauld be filed with 


The law requires that the death certificate be executed within 24 haurs after death. Page 4 
Then please remave carban papers. 


by the haspital ar attending physician. 


ATTENDING PHYSICIAN: 


® 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled 
page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITA 
mayiaeirel 


O65 


in 72 haurs after death. 


the registrar priar ta burial, crematian, ar remaval, and in any event wi' 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ep 
101480 CERTIFICATE OF DEATH vega ge 


1, PLACE OF DEATH 2. eg pesonice {Where deceased lived. [If institution: Residence before admission) 


SECOUNTY b. COUNTY 
Cecil Cecil 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL and give nearest town) v; 
ton days x Elk Mills 
d, NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. iB Feige oped 
OR INSTITUTION ; FARM? 
Union Hospital i Ra#+ ve D1 Nog 
3. NAME OF First idk ’)4. DATE 
NE Gi irs Middle Lost Da Month Day Yeor 
ipesarea) Louise Mae Creswél1l et 1960 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS 
lost birthdoy) [Months] Doys | Hours] Min, 
Fe WwW. wipowen Et Divorcep [) Jan. 5 1925 35 yes. 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of warking life, even if retired} 


Mouse Wife 


Newark Delaware U.S.A, 


[}s. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William Bolton Hazel Ryan. 
1S. WAS DECEASED EVER IN U. S. ARMED el 16. SOCIAL SECURITY is | INFORMANT Address 


(Yes, 10, oF unknown) | UF yes. give wor or dates of service) 


SSeS ------ Géorge Bos Cresyel] 


1B. CAUSE OF DEATH [Enter ae fone couse “S far (a), (b), ond al INTERVAL BETWEEN 
PART |, DEATH WAS CAUS! Wa apy 
IMMEDIATE Chee = rz 
S9SX 
Conditions, if ony, which 
gove rise to immediote 


couse (a), stoting the under. 


lying couse lost. © ator 


a Past II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING OO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Was ATOR 
= 
re yes(] NOT) 
= | 200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY IHome, farm, | 20f. (City or town) (County) (Stote) 
fat Hour a. m. While Not while factary, street, office bldg., ere | \ 
= p.m. 19 Jot work [1] ot work 
21. | certify ¢ a fal te i9h0_ 73,4 ae ay) Lei , 19.@4that | last saw the deceased 
olive on Sof? WG. WAO Oe _ , and thot deoth accurred at. Mee the couses ond on oh date stated obove. 
ite Tce acs city or town, stote) "A, SIQNED/ 


ACTUAL 
SIGNATUI 


mucuns A uy Vi Dads 


y owwns, 


MD. (ue: a hie © rn DY. Dt Gfles 


220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
\ REHM ene 
‘ 9 emnete E Ma 


X 


5 


ty 23. FUNERAL DIRECTOR'S SIGNATURE ADDRI 24a. REC D BY erin 2ab, REGISTRAR ISTGNATURE 
. (ode Dn Bena J, Que ee ee 


t Ab MARYLAND > STATE DEPARTMENT OF HE HEALTH—BALTIMORE, 18° 


10194 CERTIFICATE OF DEATH 19157 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? /14. SOCIAL SECURITY NO. 
Ten no. or unknown} IF yes, give mor or dates of verve] 
no - Ulysses G.Demond 111 North East, Maryland 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b). and (<}.] INTERVAL BETWEEN, 


ONSET AND DEATH 


ns Reg. Dist. No. 
3 = ik ideeke ce DEATH 2. acre RESIDENCE (Where deceased fived. If institution: Residence befare admission) 
4 o ; b. COUNTY : 
53 Cecil MARYLAND Maryland Cecil 
Be b. CITY OR TOWN (IF autside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF autside carporote limits, write RURAL ond give nearest fawn) 
32 RURAL ond give bass tory - ° AY ) 
52 1 East Lifetime x North East 
— 2 d. NAME OF HOSPITAL (If not in hospitol. give street address} d. STREET ADDRESS @. 1S RESIDENCE 
= fe OR INSTITUTION “ ON A FARM? 
& f J yes) Nox 
=o 3. NAME OF First Middl lost 4, DATE Ye 
R- DECEASED | teat gah os be Month Doy cor 
ee {Type or print) Mabel EB Demond DEATH 9 f Ts 1960 
ae 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8 DATE OF BIRTH %. Sey IF UNDER 1 YEAR] IF UNDER 24 HRS. 
2 en lost birthdoy! Aas 
3. Bemale White jwwoweng} —_oworceo tq] | August 4, 1902 yes, i 
a 
& a4 100. USUAL OCCUPATION, (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. aanemes {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Sse during most of working Jife, ae if retired) 
2 te Hous ewi. - North Bast Maryland UsS,A. 
i a & 13. FATHER'S NAME a 14, MOTHER'S MAIDEN NAME 
ge Philip Hines Albertha Lilley 
£6 ‘ rs) ‘ 17. INFORMANT Address 
€, 
g 
& 
a 
€ 
H 
2 
£ 


r PART DEATH WAS CAUSED BY. LE LD 4b pyccaidial fy ftreTor 
3) rN DUE TO 


thot the death certificate be executed within 24 haurs ofter death: Poge 4 r4 


ears tee MiGs Ar ie a Meer Dis cas ce 


ADDRESS (Street, city 9? town, stote) DATE SIGNED 
ACTUAL 4 
te Le MO. 4 7S ge # ‘G0 


PHYSICIAN’: 

NAME thes} Ll&e5 4. fv ebner AD 
\ Ze. Pnvaeeen ‘Wb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 

= = bis tial 910-1960 Methodist North East, Cecil Co Md 


23. FUNERAL DIRECTOR'S SJGMATUR ADDRESS 2a. recone BY Fic! ‘Mb. recisTPAR 'S SIG) 
Vs A15 (4) a ere a, Be Dro — 360 Clakban a 
15M 9/55 oseph R,Grant North Bast, Maryland 


© 


TO FUNERAL 


the registrar priar to burial, cremotion, ar remaval, and in any event within 72 ho, 
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3g go s Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o}|19. WAS AUTOPSY 
Seat 2 ee 
vise 5 — ves] None 
Feta = [200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. PEGS noture of injury in Part | or Port Il of item 18.) 
233 & | OR CONTRIBUTING L] CAUSE OF DEATH 
ZeEge G |{F EITHER, NOTIFY MEDICAL EXAMINER) 
52s i 
2 65 & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm. { 20f. (City or town} (County) (State 
Bor & 6 Hour a.m. While on waite foctory, street, office bldg. etc.) ie os eS 
z522 = p.m. jot work [1] at work aa : 
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3 t es 21. | certify thet I a the re from... a cee 19258, 10... SC... 19GL.Ahat | last saw the deceased 
oa oe 
2 © e 3 alive ona een ey es 2 2 a , and thaf'death accurred at___“7-_/4 M, ffam the causes and an the date stated above. 
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ff be retained 


|-transit permit, File pages 1 and=2 
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or its designated agent, prior to burial, cremation, or removal, and in any event within 72 hours after death 


"in pe ef 1, 
1 Examiner's Office along with form PM3. Pa 
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MARYLAND STATE DEPARTMENT OF HEALTH 
— ij re TICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 10158 


|. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed livad, If institution: Residence bafora edmission) 
a. COUNTY a. STATE b. COUNTY 
Cecil Biktomaryviann Maryland Cecil E 


b. CITY OR TOWN [if outside corporata limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN {if outside corporate limits, write RURAL end give nearest lown) 
write RURAL and give nearast town) 


kton : Do bites Principio ae 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS a SANA EARaE 
__ Union Hospital of Cecil County —s _| ves] no 
3, NAME OF Firsl "Middle == —SSsS*~S~S*«w . DATE ‘Month “Dey ‘Year 7 
DECEASED OF 
(Type or print) Wri Thomas Dill | PERTH =~ Sept. 23 19 60 
5. SX 6 COLOR GR ERCE 7. MARRIED] NEVER MARRIED [-] | 6» DATE OF BIRTH 3 AGE ln yours IF UNDER YEAR] TF UNDER 24 HRS. 
lest birthday) |"Months) Deys | Hours | Min. 
Male White wipowrp[-]__pivorcep [-] 12/18/1913 o ae in 


10a. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


Night Watchman Brick Factory Newark, Del. U.S.A. 
13, FATHER’S NAME > 14. MOTHER'S MAIDEN NAME 
William Wrightson Dill Ella Dill 
15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT “Address 
(Yes, no, or unkown) | (Ifyesgivewerordetesofservice) 2 
222-01-2895 Mrs. Wrightson T. Dill Principio, a. 
“) 18. CAUSE OF DEATH [Enter only one couse per line for (e), (b), end {c).] ~ | INTERVAL BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY, . 
IMMEDIATE CAUSE ‘e) Occute Cornary occulusion = 
Lb. AO, / DUE TO 
Conditions, if eny, which (b) Ys —E 
gave rise to immadiate causa 
{a), stating the underlying f DUETO 
couse lest, {e) 
Fs PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a); 19, WAS AUTOPSY 
Se ah PERFORMED? 
Ee 
3 ¥ ves [] no Fe 
= 120e. EXTERNAL CAUSE WAS ‘20b. DESCRIBE HOW INJURY OCCURED, (Entar natura of injury In Part 1 or Part Il of item 1B.) 
& | PRIMARY [] or CONTRIBUTING [] 
& | CAUSE OF DEATH. 
z 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Homa, form, | 201. (City or town) (County) (Stete) 
a Hour a.m. While Not While factory, streat, offica bldg., etc.) f 
z Bed 19 at work [_] at work [_] 


21. I certify that | took charge of the remains described above, held an Autopsy L). |e fe}. Inquiry es and in my opinion 
death resulted froma Natural causes it Accident al Suicide (eh Homicide rl. Undetermined manner Oo 


CHIEF MEDICAL EXAMINER [_] 
ACTUAL 
SIGNATURE 


ASSISTANT MEDICAL EXAMINER oO DATE SIGNED 
obs DEPUTY MEDICAL EXAMINER: [_] of 23/ 60 
EXAMINER'S bid 
NAME (Type) RoC. Dodson : Address (Streat, city, town, or county) 


22a. BURIAL, CREMATION,| 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or country) (State) 
REM( ate 


Bur 9/27/60 Newark Cem. Newark, Delaware 


KR Tores - ie 1 4a. SEP 2 a REO aa. aria SIGNATURE 


eA 


1 


FOR STATE 
ss ) 


files. 


is necessa: 
irector, Page 


oe 
ined for your 


or removal, and in pay event within 72 hours after death. 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retai 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board of Heg 


please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the fu 


or its designated agent, prior to burial, cremation, 


Ge 


TO — = EXAMINER: This certificate should be executed within 24 hours after death. If any 
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MARYLAND STATE DEPARTMENT OF HEALTH 
*? of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 59 
4 


2 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


1. PLACE OF Od 2, USUAL RESIDENCE (Whore deceased lived, If institution: Residence before edmission) 
a. COUNTY e, STATE b. COUNTY 


Cecil — MARYLAND D.C. 2 


b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN Ib = CMY OR TOWN (If outside corporate limits, write RURAL and give nearest lown} 
write ARAL L oS ed neerest town) 1 
J | 35 hours Washington. 2 
NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS 1S RESIDENCE 
ot ON A FARM? 
{_____Union Hospit ak ss 2523 Byst, NW, BL Roe 
3. NAME OF First <= ~ Middle im Gast 4. DATE Yer 
DECEASED OF 
ow Gertrude Dillard bey 1960 
3. SEX |6. COLOR ORRACE|7, maRRIED fod BRENEVER MARRIED [] | 8 DATE OF BIRTH 19. AGE (tn years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
lest birthdey] |Months| Days | Hours | Min. 
W wioowen [] _Divorceo [] Hobo 29 12 yrs. | 


Da. USUAL OCCUPATION (Giva kind of work 
done during most of working life, even if retired) 


BIRTHPLACE (Stata or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


1Db. KIND OF pe’ OR INDUSTRY 


Housewufe Washington, D.C. U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 7 
Walter F, Manuel Lillian Pearson 
WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT “Address Washi. ngton A Dew 


no, of unkown) | (IFyesgiveweror dates of service) 


James Dillard, 2523 1th St. NeW 


ind (e).] "| INTERVAL BETWEEN. 
ONSET AND DEATH 


18. CAUBE OF DEATH [Enter only one cause per line for 


opr ‘Acute Henmorrhagic Pancreatis 


f a 
b DUE TO 
Conatar ial way) ee Hie {b)_ Ftty Liver. © z et 
gave risa to immadiata cause 
{a}, steting the underlying (7 DUETO 
cause lest. () 
Fa PART 1h OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ve) 19, yey AUTOPSY 
RFORMED? 
e 
3 YES ol No X] 
© |20e. EXTERNAL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURED. (Enter natura of Injury In Port | or Part Il of item 18.) a 
f& | PRIMARY [] or CONTRIBUTING [) 
G | CAUSE OF DEATH. 
s 20c. TIME OF INJURY Month, Day, Yeer | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Homa, farm,  2Df. (City or town) (County) (State) 
= Mowe. ete While __ Not While factory, street, office bldg., atc.) | 
= pom: 19 ‘at work at work t 


21, I certify that | took charge of the remains described above, held an Autopsy f&], Inspection fe}, Inquiry [5g and in my opinion 
death resulted from, Natural causes £). Accident im Suicide le Homicide ims Undetermined manner oO 
CHIEF MEDICAL EXAMINER [] 


ACTUAL 
SIGNATURE S., ASSISTANT MEDICAL EXAMINER Ea DATE SIGNED 


M.D. 
EXAMINER'S DEPLITY MEDICAL EXAMINER [5¢ Que 22-60) 
NAME (Tye)  RCe.Dodson Address (Streat, city, town, or county) 
22e. BURIAL, CREMATION,| 22b. DATE THEREOF 


MOVAL {Spacify) 


Cathun £. 


22e_N ~ NAME OF ee. 224. LOCATION (City, ae 
(a IF a , 
IERAL DIRECTOR ADORE: 24e, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
y ; 
UPLE PN TE Te Za pare SEP 2 8 '60 
ag rd 


MARYLAND STATE DEPARTMENT OF HEALTH 


ell 
oe 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 0) 1 6 0 
nna ee LOD CERTIFICATE OF DEATH 
& 3 ‘5 Te ates etka pit a. fet alert (Where deceosed lived. If institution: Residence before admission) 
& §3 °. Cecil maryiann || New Jersey = ° YN’ Atlantic 
3 ° b. CITY OR TOWN (If aus ae limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
3 ee ancorl i 

$33 PEbey Port 18yrs?mos17days Margate City 1 Kes 
é 2 o d. a eee gla (If nat in haspital, give street address) d. STREET ADDRESS: e Peg 
o a at ks . 
2 & 0$0| veBerans Administration Ho spital ‘ 108 N. Pembroke Avenue ves E] No 
2 ss 5 NAME OF First Middle last 4. DATE Month Doy Yeor 
a 2, < Roper ated) KATHRYN E. ELDRIDGE peatH ~=September 28, 19 60 
£ aes 5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE ln yoo pe 7 YEAR] IF UNDER 24 HRS. 
3 o = st birthday) A 
2 3.8 Female White winoweo [] oworceo ] | August 5, 1897 63 gi a eg 
£ E 2 2 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
g g by 2 arte ast of warking life, even if retired) 
ag | elephone Operator Telephone New York USA 

aS 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Archibald S, Lambert Kathryn E. Knox 


15. WAS DECEASEDEVER IN U. S. ARMED FORCE 16. SOCIAL SECURITY NO. |17. INFORMANT Address 


4 Fa aggre 4 regime een tae Exe, te: 8 er) 
: Yes Unknown 88 he web eSeL acl ate City, Nad. 
8 1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b). and (c)-] INTERVAL BETWEEN 
a 4 
/ 4 BSERIU DEATH WAS CAUCE IBY: Urenia nknown 
= 6 ay DUE TO 
Conditions, if any, which Pyelonephritis Unknown 
gave rise ta mart ot 
cause (a), stating the under- 
Diiaeancian, «@__Hydronephrosis with renal calculi baled 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/ 19. Waar 
Psychosis w/Meningo vascular luetic disease. ves) NOE) 
200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of item 1B.) 


OR CONTRIBUTING () CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d, INJURY OCCURRED 
Hour While Not while 
pom. 19 Jat work [J at work (] 


21.1 certify that 1) (this haspital) attended the deceased from..Febr,....11,. ae pySent.285. 19.00, that vs {we) last 
mix 


saw the deceased alive anSept._28.__ 196Q.. and that death occurred at L ‘am the causes and an the date stated abave. 
220. SIGNATURE 22b. DATE 


20e. PLACE OF INJURY (Home, farm. | 20f. (City or town) {County) (State) 


factory, street, office bidg., etc.) | 


MEDICAL CERTIFICATION 


ATTENDING PHYSICIAN: The law requires that the deoth certifigs 


by the hospital or ottending physicion. 
TO FUNERAL DIRECTOR: After this certificate hos been signed by the ottending p 


the State Board of Health priar to burial, cremation, ar remaval, ond in ony event, 


page 3 should be detached for use as the burial-transit permit. 


: CdQeA LL. mofAMerN® Moro Hm Sept. 28, 1966. 
& Qe. NAME (hog 22d. ADDRESS 
a ALBERT L. MOONEY, M.D. _VA Hospital, Perry Point, Maryland 
Fa 3 230, BURIAL, CREMATION, | 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 

> 9 : 
x3 (F/a SHL4 12 Laurel Memorial Atlantic City, N.J. 
£ R'S SIGN, RE ADDRESS ‘28a. REC'D BY REGISTRAR 25b. REGISTRARS SIGNATURE 
‘ee ov Ka, Havre DeGrace, Maryland yx, SEP 3 0’60 Anthea £, Faas 


~~, 


1 


OR STATE 
HEALTH DEPT. 


is necessai 
otro Page 
Mydeliag4 5 may be retained for your files. 
d 2 with the State Board of 


fter death. If any dag 
, and 3 to the fu 
2 hours after death. 


ours 


please execute the certificate, writing the word “pending” in pencil in Item 18. Giv Pages 
4 should be forwarded to the Chief Medical Examiner's Office along with forni 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit, File 
or its designated agent, prior fo burial, cremation, or removal, and in any event 


410) — = EXAMINER: This certificate should be executed within 24 


> 
a> 
rye 
mm 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYMNG 


GHP | MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


ne ‘OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If instilution: Residence before edmission) 
2 o. STATE , 
= CkoIL 4 MARYLAND DISTRICT OF cOnGHBeta v 
b. CITY OR TOWN (if outside corporale limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporele limits, wrile RURAL ond give neerest town) 
Pex RURAL end give neeres! town) % 
Berry Point 2mos.17days WASHINGTON 4IX- 3 
| d, NAME OF HOSPITAL OR INSTITUTION {if nol in hospitel, give street address) d. STREET ADDRESS an Se: > Hie 7] © IS RESIDENCE 
A 
Veterans Administration Hospital __ 729 N. Capitol Street ves [] No Bk) 
/3. NAME OF Firs! Middle Let 4. DATE Month ‘Dey Yer 
DECEASED OF 
(Type or print) JAMES (NMI) FORD PeatH = September 24 19 60 
5. SEX "| 6. COLOR ORRACE] 7. mapRieD |] NEVER R MARRIED] | 8- DATE OF BIRTH ~]9. AGE [In yoors [IF UNDER 1 YEAR| IF UNDER 24 HRS, 
~ lest 6b" Months] Deys | Hours | Min. 
Male White wibowED oivorceo []| November 24, 1893 


Tl, BIRTHPLACE (Stete or foreign country) 


0a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY 


12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Freight Handley retire Unknown Mass. USA 
13. FATHER’S NAME A | 14. MOTHER'S MAIDEN NAME a —_ x ; me: 
James Ford (Deceased) Nellie LaRoque _ 
PS Dee Tes ee 16. SOCIAL SECURITY NO.| 17, INFORMANT Address (No relatives) 
__ Yes Wwe 978-—07=-9680 VA Hospital,Perry Point} Md, records, 
~~ 1 18. CAUSE OF DEATH [Enier only one cause per line for (e), (bj, end (c).]_ | pu ‘BETWEEN 
' CAUS! . at T AND "a 
JA AS See) Pulmonary Babe lws 36 
539 / DUE TO 
Conditions, &-envsewhieh __ Post operative for stricture of the Esophagus. | Unknown 
geve rise to immediete ceuse 
DUE TO 


{e), steting the underlying 
cause lest. (0) 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)) 19. WAS AUTOPSY 
Sasha Maas PT PERFORMED? 
5 YES No [] 
= | 200. EXTERNAL CAUSE WAS _ 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Pert Il of ilem 18.) te q . 
E | PRIMARY [) or CONTRIBUTING [J 
G | CAUSE OF DEATH. 
< 20c. TIME OF INJURY Month, Dey, Yeer | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, | 20f. (Cily or town) (County) tote) 
= Haup.celtns While __ Not While fectory, sireet, office bldg. oo) | 
3 ae 19 jet work [_] et work 
21. I certify that | took charge of the remains described above, held an Autopsy x }. i al Inquiry ix! and in my opinion 
death resulted fr Natural causes {x Accident fel Suicide fa Homicide ral Undetermined manner oO 
CHIEF MEDICAL EXAMINER [_] 
ACTUAL DATE SIGNED 
Fe eaoRe wp, ASSISTANT MEDICAL EXAMINER 
D MEDICAL EXAMINER 
a iene EPUTY MEDICAL EXAMINER [3 
_R. C. DODSON, M.D. “Addirasel{Sicool tel 


DA Tl 2. NAME F CEMETERY OR CREMATOR’ r. 
2b. DATE bide Be, Y | EIU 
big My, Zae. REC'D BY REGISTRAR 
' 
Via pare SEP 3 0 '60 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . 
CERTIFICATE OF DEATH 10162 


Reg. Dist. No. 


« 
1 rier if gall 2. User ecSroENe (Where deceased lived. If institution: Residence before admission) 
sf °. b. COUNTY 
Cecil (pel i Md. Kent ¥ 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
RURAL ond give nearest town} 
Elkton 


<a 


the funeral directar, 
should @) 


Galena 
=| d. NAME OF HOSPITAL (If not in hospitol, give street oddress) | d. STREET ADDRESS IS RESIDENCE 
+ OR INSTITUTION, ON A FARM? 
r ‘|_Union Hospital J x yes] Nose) _ 
= 3. NAME OF i i 4.0. 
2 2 DECEASED First Middle Lost ee Month Day Year 
23 (Type oF print) Je Earle Gilfillan DEATH September 12, 1960 
2 IF UNDER | YEAR| IF UNDER 24 HRS. 


5. SEX 6. COLOR OR RACE |7. MARRIED [f NEVER MARRIED [] |B. DATE OF BIRTH 9. Fegan ce 
out buthey iin: 
Male White wiooweo[} _—ovorceo] | August, ll, 1887 | 73 yr : 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


th. 


Veterinarian Doctor Penna. U.S Ae 
3S I i 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joel c, Gilfillan Edna Darlington 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yet, 10, 0¢ unknown) UF yes, give war or dates of service) 
Yes. WeWe 1 Mrs. Jennie S. Gilfillan Galena, Md. 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c)-] ON yy Be 
2 ES 


PART |. DEATH WAS CAUSED BY: , 
“ IMMEDIATE CAUSE (o] re-VQ 


Then please remove carbon papers. 


~ 7] DUE TO 
Conditions, if ony, which i. 


gove rise to immediote 
couse (0), stoting the under 
lying couse lost. 5) 


INT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO 


THE TERMINAL DISEASE CONDITION GIVEN IN PAR 


T 1(a)}19. WAS AUTOPSY 
PERFORMED? 


yess nol] 


ros (s SO PBS 


Fratuce of injury in Port tor Port Ml of item 1B.) 


fe <4 ex 


ity 2e 
20a, ACCIDENT WAS_UNDERLYING () ‘20b. DESCRIBE HOW INJURY OCCURRED. (Ents 
OR CONTRIBUTING [7 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour a. While Not: while, foctory, street, office bldg., etc.) i 
p.m, 19 jot work (J ot work [] ' 


21. | certify that | attended the deceased from... LQ#43_., 19422, to.. ptt te... 196 2.,that | last saw the deceased 
alive on. eh le, 12___@2@, and that death occurred eee. L__M, from the causes and on the date stated above. 


2 ADDRESS (Street, city or town, state) DATE Le, 
ACTUAL 
SIGNA\ : MIDE chant See, = bee Se 


PHYSICIAN'S 


MEDICAL CERTIFICATION 


> 
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the registrar prior ta burial, crematian, ar remavol, and in any event within 72 hours 


TO HOSPITALOR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
page 3 should be detached for use as the burial-tronsit permit. 


< NAME ttype)__ Wallace Obenshain os i) ee a ae ; 
33 720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Ze. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county) {Stote) 
Fe Vdlmington, bel 
Me F ‘ADDRESS fi | 24a. REC'D BY REGISTRAR | 24, REGISTRARS SIGNATURE 
aos Mitt, 2 Zn Lista Vk Onthen £. Hawee 


; MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 0) 1 6 3 


Phono CERTIFICATE OF DEATH 


1. aps lo 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
zg 2 Cecil marniano || °°" Vi rginda » COUNTY arlington 
re) 3 b. CITY OR TOWN (If outside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
s RURAL mB giv er own) x 
oe Perry 50 days Arlington o. 3 <a. 
ao 2 O 5 d. Paget ta (If not in hospital, give street address} d. STREET ADDRESS. e. Pues 
eS Veterans Administration Hospital 1310 S. Randolph Street ves NOG 
re 
ee 3. NAME OF First Middle lost 4. DATE Month ODay Yeor 
Saves - DECEASED OF 
ae (Type or print) SAMUEL G. HENDRICK DEATH 9 8 1960 
os 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] |8. DATE OF BIRTH 9. poe le RN TiEAR IF-UNDER 2S 
3 ionths 
a Male White — |woowex) —oworceo O | _ 7/15/95 5 ys. ies 
é g 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 1}. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g5 luring most of epaltwan life, even if retired) 
2 — Aute. Virginia USA 
3 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
8 Samuel Hendrick Elizabeth Williams 
g 
i] . WAS DECEASED EVER IN U. S. ARMED FORCES? |16. . | 17. INFORMANT 
Ee a? | Ravarenmbonte orp cee aoe oes ee hae 1310+ Randelph Street 
3 es ll 24-05-3197 |Robert L. Hendrick Arlington, Virginia 
8 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}-] ‘ TNTERVAL BETWEEN 
o PART |. DEATH Was CausED BY: Pulmonatty Infarets of unknown etiole ~ (ONS Gaye” 
é L}. HUY. 3 i. CAUSE (o} onasy 8 BY 4 ay 
= DUE TO A 


Conditions, if ony, x Hypertensive cardio vascular disease Unkn. 
gove rise to immediote 
couse (0), stoting the under- ( DUE TO 
lying couse lost. «__Arteriosclerosis, generalized severe Unkn. 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)} 19. Hee AUTOPSY 


Basal cell carcinoma of nose EEEORMED? 


Ye N00 
200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

OR CONTRIBUTING [J CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


rc 

20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 

jot work ot work ' 


2) I certify thatatie(this hospital) attended the deceased from.July_20.___. 1960, to Sept. 6 __, 1%0_, that 3 (we) last 


ei 
5 
ate) 
y 
ES 
a 
a 
D 
3 
ms 
g 
i) 
5 


MEDICAL CERTIFICATION. 
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& 
= 
3 
= 
3 
3 
8 
g 
3 
¢ 
oO 
2 
5 
= 
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the State Boord of Health prior ta burial, cremotian, or remaval, ond in any event, wp 


page 3 should be detached far use as the burial-transit permit. 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician and campletely 


3 
. saw the deceased olive ondept.s 8 ___ 1960. and that death accurred A 25M fram the causes ond an the date stated above. 
= 2o. SIGNATURE ‘22b. DATE 
= cs ‘ ATTENDING MED. TAFF SIGNED 
a M.D. | PHYS. Binecror O_PHYS. 96) 

6 72d, ADDRESS 
x 

=a 

aS Tc gME BF CEMETERY ORE IEMA 

9} 

23 Uo Vth Gyn 

ae 

A ADDRESS 250. REC'D BY REGISTRAR . REGISTRAR'S SIGNATURE 

Tem $y? ome, Herndon, Virginia pate SEP 1 3 ‘60 Outta £. Faas 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


10195 CERTIFICATE OF DEATH 10164 


es 

ee 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 

3 Bree bend marviand || °Mféiry land b.couny Cecil 

3 8 b, CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 

Be RURAL spi sega nl 4 it iy Portmpanesit 

ez posit Life ; ort .Dep 
2 a. NAME OF HosFiTAL {If nat in hospital, give street address) yd. STREET ADDRESS ? es 8 (RESIDENCE 
q #8 S. Main St. / 48 S. Main St. ves] NOL} 
& 3. NAME OF First Middle Lost 4. DATE Month Day —Yeor 
3é (Type or print) George Albert Hohn DEATH Sept. 3° 1960 
es 5. SEX 6 Gooey RACE |7. MARRIED FS] NEVER MARRIED. oO B. DATE OF BIRTH as lag Ceoy rune ray UNDE ae 
dis Male White |woowng vivoreo] | dune 28 ,1885 WS ne bead a ‘" 
8 Fa 10a. Nee ee AON ee tea 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
ee ost Master UsS<— 70). Marylend USA 
3 ¥ 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
z I Albert Hohn Cora Brumfield 
8 “SS Raa ae ra pe Bap LOA 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
e No ee a Florence J. Hohn, Port DepOsit, Md. 
H 18. CAUSE OF DEATH [Enter only one couse per Jige far (a), (b), ond (€)-] INTERVAL BETWEEN, 
F crvoonuuesey, Udy o Conch AE RorEo,, Vateae 
= > 


Cond meee ca Polo oe er EP-ME 80m ‘.. 1S yer ® 


gove rise to immediote 
cause {a}, stoting the under- ( DUE TO 
lying couse fost. () 


% 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Was UTES 
) 3 
3 yes] NO 

= | 200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 18.) 

& | OR CONTRIBUTING C] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 

oa Hour a.m. While Not while foctory, street, office bldg., etc.) | 

Z p.m 19 ot work [J at work [] 1 


21. | certify that (I) (this hosajtal) gttended the deceased framD YO £9 _ JQ ¥6, 10% % okt ga 194, thot (I) (we} lost 
sow the deceas. : a that death accurred of" 42.M, from the couses and on the date stoted obove. 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death. Poge 


by the haspital ar attending physicion. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physician and completely filled in 


the State Baord of Health priar ta burial, cremation, ar removal, and in any event, wi 


poge 3 shauld be detached far use as the buriol-transit permit. 


22a. 2b. DATE 
a no | ME" GA Min Pees 

6 ee NAME {hype} y 22d. ADDRESS 

<6 G.H.Richa Port Deposit, Md. 

& 3 230. BURIAL, st 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 

= z yd” | 9-6-1960 Hopewell Cemetery Port Deposit ,Md. Rural 

a ‘ |. FUNERAL DIRECTOR: ie URE ADDRESS 250. REC'D BY REGIST] 25b, REGISTRAR'S SI RE 

Wea 739" Q | be, Loat/ God aa Perryville ,md.|,,,, SEF ete cele ticaee 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 Q1 6 5 
. 


{NYL3 CERTIFICATE OF DEATH 


— 


sé 
32 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence befare odmision} 
a. °. b. COUNTY , 
58 Cecil MARYLAND Maryland i 
Be b. CITY OR TOWN [If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b © CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
54 RURAL ond give nearest tawn) Val at 
23 Perry Point 2yrs 2mo 9days Baltimore “) Vf : 
2 2 d. NAME OF HOSPITAL {If not in haspitol, give street address) d. STREET ADDRESS e. IS" RESIDENCE 
eS. OR INSTITUTION ON-A FARM? 
} Veterans Administration Hospital 3815 Park Heights Ave. ves D) No $e) 
ce 
= 9. 3. NAME OF First Middl ct 4. DATE x 
3 aes irs iddle Lost DA Manth Day ear 
254 {Type eF print) Simon Klein DEATH Sept 9 19 60 
tas 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED JX] | 8. DATE OF BIRTH ae peruse IF UNDER 1 YEAR| IF UNDER 24 HRS. 
i A lost birthday! pay 
2 Male White  |woown Divorces [] 6-17-95 in 
5 
ra 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
t during mast af working life, even if retired) MASS 
BY lerk Clerical VA . * | U.S.A, 
& 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Hyman Klein Not ascertainable 
DAN ee EVER AEN, Cae ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT 202 =] 4sse 104 Ave 
Yes | Unknown Samuel P.KLein (B) Hollis 12, NeY. 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one cause per line far (a), (b). and (c)-] (INTERVAL BETWEEN 


Then please remave catban papers. 


1: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


is certificate has been signed by the attending physician and completely fi 


z 
i 
: 
o 
5 
s PART |. DEATH Wes i seeeein Ventricular Fibrillation 1_min, 
5 f oy) DUETO 
2 rd Conditions, if any, which “A Arteriosclerotic Heart Disease » severe Years 
6 gave rise ta immediate 
&§ couse (0), stoting the under. (| PUETO . 
a5 lying couse lost, x __Arteriosclerosis, generalized, severe Years 
53 . Pant ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUTOPSY 
a! & . 8 
ie < Diabetes Mellitus and Essential Hypertension yesx] NOD 
Bé& E 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
z Oil & | OR CONTRIBUTING CJ CAUSE OF DEATH 
< 2a © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
QZ eS) & ]20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. {City or town) (County) (State) 
> ea Fat Haur 0. m. While Not while foctary, street, office bldg., etc.) | 
z= 32 g p.m 19 Jat work [1 at work H 
peo F : = 
2 ot : 21. | certify that GX (this haspital) attended the ane froma_.-. -6=30) 168 , to 999, Z 19.60, that ® (we) Jast 
2 Yu 
2 see saw the deceased alive an_____2~ 2) baeweS 19.60, and that death accurred at L138 5am the causes and an the date stated abave. 
F=O38 Zo. SIGNATURE 22b, DATE 
<20 8s v.|ANe O Bikecror O_HINS. fi 9-10-60" 
85 . : : 
LE 35 ( 2c. TSN 22d. ADDRESS 
3 
<5q38 7) Albert Mooney, M.D. VAH, Perry Point, Ma. 
on ee eee eee eae Se 
KEZOD 230. BURIAL. eer on 23b, DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City. town, or county} (Stote) 
g mS 6% opal, ify) 6 
ae 8: ova, -11-60 Arlington National Ft. Myers, Va. 
e F 24. B x REs gov) BRIS Lhth Ste pNWe [go> REC'D BY REGISTRAR | 256, REGISTRAR'S SIGNATURE 
SS (8) B. DANZANSKY & SONS, Washington, D.C. DATEED 1.3 ‘60 wat of ff. 


= 


ie funerol director, 


in 24 hours after death. Poge 4 
Poges 1 and-z shauld be filed with 


Peat pigtely filled in 


Then pleose remave carban pap 


ATTENDING PHYSICIAN: The low requires thot the deoth certificote 2 MO 
the registror prior to burial, cremotion, ar remavol, ond in ony event within 72 hours ofter death. 


by the hospital or ottending physicion. 


TO FUNERAL DIRECTOR: After this certificote has been signed by the ottending physicion an: 


page 3 should be detoched far use as the burial-tronsit permit. 


TO HOSPITA 
may be ret 


aS 
z> 
2a 
&s 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


a) CERTIFICATE OF DEATH £0166 


Reg. Dist. 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmission) 
Me 3. b. COUNTY 
Cecil wie? Md. Cecil 
b. CITY OR TOWN (If outside corporate limits, write |. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest town) 
{| Elkton 
d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS IS RESIDENCE 
049 0 OR INSTITUTION ' ON A FARM? 
Devine Haven _N ng Home 100 Elkton Blvd. ves 0) NODE 
3. NAME OF First Middle Lost 4. Date Month Day Yeor 
DECEASED 
A eae HARRY WINFIELD LEWIS bam Sept e 26 160 
S. SEX 6. COLOR OR RACE [7. MARRIED [=] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE si 4F UNDER 24 HRS. 
03 oy Min. 
Male white wiboweo fj pvorceoO | May 10, 4 872 oie ‘ME 


Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. iertice (Stote or foreign country) 
during most of working life, even if retired) 


Ret. Public Service Clerk Elkton, Md. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Charles E. Lewis: Martha. Maxwell 


1S. WAS DECEASEDEVER IN U. S. ARMED cial SOCIAL SECURITY NO. INFORMANT Address 


(Yes, no, of unknown} (UF yes, give wor oF dates of service) 
| none Dewey Patterson, Elkton, Md. 


no 
INTERVAL BETWEEN 


[ 

1B. CAUSE OF DEATH [Enter only ane cause per jjgatpro). (b), ond (c)-] 

PART |. DEATH WAS CAUSED BY: SUSEAND IC EAT 
IMMEDIATE CAUSE (a). 


ie ‘s DUE TO’ 
Conditians. if ony, which (o A 
gove rise to immediote 
couse (0), stoting the under- 
lying cause lost, () 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Ae Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO PEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. WAS AUTOPSY 
a 
O 3 7 : vs) NoQ~ 

 [20. ACCIDENT Was. UNDERLYING []_[20b. DESBRIBE HOW INJURY OCCURRED. (Enter nature of injury in Por I or Part I of item 18) 

& | OR CONTRIBUTING L] CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) | — 

& [20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, 120 (City or town) (County) (Stote) 

a Mabel wer. While. |. . Ieee factory, street, affice bldg., etc.) $ 

$ p.m. 19 lat work (J ot work \ 
21. | certify that | attended the deceased fram 4 fo é yaste3 £,__, 19© That | last saw the deceased 
alive an xd Lg Saas ,19_(2.@__, and that i Sakis at tips, fram the causes and an the date stated abave. 


B: RESS (Street, city or town, stote) DATE SIGNED 
AY ae Mo: Ove. 
D t f 
/ mes ac Ly V8 ee Re de. ee 
ib. DATE TI 


2a. BURIAL, CREMATION, | 221 HEREOF Zac. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) 


at vem : 286.0 Elkton. Cemetery Elkton 


we 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Hager TCO 24b. REGISTRAR'S SIGNATURE 
Onan 


PIPPIN FUNERAL HOME J, 0/4. ize Elktony), 


i a MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1016 
10485 CERTIFICATE OF DEATH ee Oe 167 


€ } ) DUE TO ; 
et it any, Wich) IL G>* Lie 


19. WAS AUTOPSY 


E gave rise ta immediate 

3 cause (a), stating the under- ( PUE ro 
a lying cause last, (¢) 
2 

2 


i 


Se Oe CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) 


PERFORMED 
yes] NO 


20a, ACCIDENT WA‘ RLYING (] 20b. RIBE HOW INJUR’ URRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
OR CONTRIBUTING §f CAUSE OF DEATH 


is certificote has been signed by the attending physician and completely 


oS j 
& 3 Fe 3. Ae Pranee rh 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admissian) 4 
oO 3 i. s 
2 58 — Cecil MARYLAND a. STATE Maryland b. COUNTY Gecil vial 
: s 
3 o 3 b. Sree TORN (it ou eC corporate limits, write | c. LENGTH OF STAY IN Ib c¢. CITY OR TOWN {IF autside corporote limits, write RURAL and give nearest town) 
52 Ye reli g wear etl 

3 iz oe Bere Con 4 wks.2 days|| X Elkton 
2 2 a poe Sra iGheas {If nat in haspital, give street address) d. STREET ADDRESS e IS Wogepe 4 
5 6S OR INSTITUTION kton Hospital } Barksdale Road. R.F.D. veo Noo 
Sat 

s ee 
4 ° 3. NAME OF First Middle Last 4. DATE Mai Year 

a DECEASED OF y 

a 35 Pesce e, Ella He Musser or TS 17 oe 
= =¢ 
a. 5 5. SEX 6. COLOR OR RACE ]7. mARRIED[-] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
: = i lie last igen Months | Di H Min. 
. 2 Female i White Wisaneonal aNerecara L878. 7) [Months] “Boye | Hours] Min 
2 oe 100. USUAL OCCUPATION (Give kind of wark dane! 10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
3 of during mast af warking life, even, if rei 

S zed ‘Roi er Pennslyvania U.S. 
3 2 5 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

E 8 John Rockey No Record 
e 8 ° 8. WAS — IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. WNFORMANT Address Delaware. 

= (Yes, no, oF unknown) {iF yes. give war or dates of service) i * 

8 £ Roy Musser.20 S. Old Baltimore Pike.Christiana. 
= £8 

3 3 18. CAUSE OF DEATH [Enter anly ane cause fe far (a), {b), and (¢)-] Se BETWEEN 
= a te |, DEATH WAS-CAUSED BY: , 
2 § IMMEDIATE CAUSE (a)_“— Lind 

pe 

oO 
= 

é 
is 

e 

£ 

z 
le) 

zi 

eS 

= 

- 

a 

Vv 

a 

> 

= 

a 

o 

Zz 

a 

r4 

= 

iS 

ts 


the registrar prior ta buriol, crematian, ar remaval, and in ony event within 72 


¢ 
oh 
8 
PA 
z 
a. = 
ot 5 
£25 ae 
& 2 (IF EITHER, NOTIFY MEDJCAL EXAMINER) < 6-* 
= . yh 
eos 20c. TIME OF INJURPYManth, Day, Yegr [20d. INJURY OCCURRED __|20e. PLACE OF II URY'IHame, farm, 1 20F, (City or town) (Caunty) (State} 
5% 9 Hour 0. mf +o Mel Nib wile lp foctoryfstyee!pffice bldg., ete) | es 
3 : er 19L¢ gat wark [] ot work [Je] H tn ae ~EGt / 
$85 21. | certify gftended the deceased fram 7 2A  W2)__, to_Z 
<2 . 
Pee alive an______. EER dey Se a piers , afd that death accurred ai 
aa 4 & 
ees 
235 F <t_lactuat <7 lata 7 = 
mS SIGNATUR: ; é 
ney 
> ee S PHYSICIAN": a) . D 4 
edz fl NAME (Type) WW Ky k VY, Pru , a3 Z, j 
a £3 = 220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or caunty) (State) 
Edn? SBA alpen) 9=22-60. Cherry Hill Cemetery Cherry Hill Maryland 
cae 23. FUNERAL DIRECTOR'S SIGNATURE ‘ ADDRES! psc. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS AS (4) ay 
15M 9758 LA JEW AYO PATEP-2-3 69. 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10186 CERTIFICATE OF DEATH ney, or, nod 0168 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country} 


12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if reti 


= = 
® 33 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 

2 z \ L Cecil MARYLAND ee Maryland CO aca 

= Pe M b. CITY OR TOWN (If outside corporote limits, write LENGTH OF STAY IN tb . CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

g 5 RURAL ond give nearest town) E 

eS o Elkton 13 days A North East 

5 25 

ae d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
cI r i ( OR INSTITUTION ition osbi tal ON A FARM? 
ion Hospi ) 

S a a yes] no pg 
2 5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 

- - DECEASED s F . 

i 3 (Type or print) Calvin Parsons DEATH Sept. 4 1900 
€ 

= ie! 5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. Pare OF BIRTH is 9. RCH aa IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 lost birthdoy) | Months] D Hi Mi 

= Male Colored  |wioowe Q pivorceo [] 7189 Got ae ee al oe ee 
4 

> 

3 

3 

x 

3 

° 

a 

es 


4 
4 
ny 
= 
oO 
E 
5 
4 
Se) 
2S 
5 
< 
a 
3 
rd 
ES 
= 
cs 
D 
U3 
al 
= 
ed 
i) 
e 
= 
> 
a) 
2 
3 
Hi 
a 


| Laborer Aberdeen Proving Gf. Del Mar,Delaware USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Cal Parsons Ella Williams 


ical 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
Yes, 20, oF unknown} Uf yer. give wor of dates of service) 


No 217=-03-1133 Mrs.Susie Parsons, North Rast,Maryland. 


18. CAUSE OF DEATH [Enter only one couse per Jig for (0), (b). and (<)] INTERVAL BETWEEN 
ay DEATH WAS CAUSED BY: C4 Lib ee aly 
x CAUSE {0} 


Then please remave carban papers. 


DUE TO 
ed ony, Kv b) 


gove rise to immediote 
couse (o}, stoting the under- 


DUE TO 


€ a lying couse lost. {ce 

= ra Part It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS TUTORS 

a Ki ys] no 

2 = ]200. ACCIDENT WAS UNDERLYING C1 |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 

= & | OR CONTRIBUTING C] CAUSE OF DEATH 

E © [MIF EITHER, NOTIFY MEDICAL EXAMINER) 

GS & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. {City or town) {County) {Stote) 
7) 

5 a Hour 0. m. While Not while foctory, street, office bldg., ste 

a ei p.m. 19 Jot work [] ot work ae 


that | attended the ys fram,_<<tl , 1%ZEL that | last sow the deceased 


._, and sie occurred at fp’ BoA tram the causes ond on the date stated abave. 
ADDRESS (Street, city or town, stote DATE = 


ATTENDING PHYSICIAN: The law requires that the death certifi 


by the hospi 
TO FUNERAL DIRECTOR: After this certificate has been 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after dagth. 


page 3 should be detached far use as the burial-transit permit. 


‘al -* ~ 
& -_ meas ‘ere Mezgrenceler7ppf 
< 2 PHYSICIAN'S / Q f 
Ze NAME {Type} Hfz jc AIEEE LAO a EE 
a 3 ‘220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 
Qs ‘ EMOVAL frectn : 
ee \ uria 9-7-60 Mt.Carmel Baptist Cemet 
- A WE © JERAL Seed 'S eat ADDRESS: 4 i REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS AIS Bast ,Marylan 
15M 9738" Wk Gy KR Norse Lave : DATESEP 7 ‘60 Outten £ Hina 


\ 


e 


ages 1 and Z shauld be 


TP oain 24 haurs offer death: Page 4 


in 72 hours after death. 


ed by the attending physician and camptetel 
Then please remave carban papers. 


he burial-transit permit. 
ar remaval, and in any event wil 


| ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been sign 


TENDING PHYSICIAN: The law requires that the death certificate be ex 


ee 
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gs 
3 
52 
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£<2e 
2g82 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10187 


CERTIFICATE OF DEATH 


10170 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare odmissian) 
a. a. b. COUNTY 
Cecil MARYLAND ‘ Kent 


b. CITY OR TOWN (If autside carporate limits, write | ¢. LENGTH OF STAY IN Ib 


c. CITY OR TOWN (If outside carporate limits, write RURAL and give neorest tawn) 


UBAL and give nearest tawn) 
ers 
gikfon Galena L-X-et 
d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Devine Nursing Home yes O_ No Bt 
3. DeCtAseD First Middle Lost 4. pete Manth Day Year 
(Type or print) Mollie Ee Petticord oy September 25, 1960 
$. SEX 6. COLOR OR RACE |7. MARRIEDSE] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER | YEAR| IF UNDER 24 HRS. 
lost birthday) [Months] Days | Hours [ Min. 
Female White wipoweo [] pivorctD[] | April, 20, 1869 91 yrs. 


10a. USUAL OCCUPATION (Give kind af wark dane 
during most af working life, even if retired) 


Housewife 


10b. KIND OF BUSINESS OR Bk BIRTHPLACE (State ar foreign cauntry) 


12. CITIZEN OF WHAT COUNTRY? 


13. FATHER'S NAME 


Home Md. U.S.As 
14. MOTHER'S MAIDEN NAME 
Lewis Hayes Sarah Appleby 
iF WAS pee ee W. Si a oneal 16. SOCIAL SECURITY NO. INFORMANT e Address 
fos, nO, OF Unknown) {IF yes, give war or dates of service) 
No None Miss, Selma Scotten, Galena, Md. 


18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and (c)-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART I. DEATH WAS CAUS'| Y: ren) WW Z 
TMMMEDIATE CAUSE (a) Uremia F WOES 
Lp. 4eon DUE TO 
Canditions, if any, which te) Neprosclerosis years. 
gave rise ta immediate 
cause (0), stating the under: ( OVETO @ 98 cas : ; 
lying cause last. = o eneralized arteriosclerosis years. 


MED? 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a}]19. Me al 


200. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING 11 
(JF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, 
Hour 


While Nat while 
lat wark [[] at wark 


MEDICAL CERTIFECATION, 


ACTUAL 
SIGNATURE. 


PHYSICIAN'S 


NAME (typ) __Wallace Qbenshain,i.b. 


factary, street, affice bldg., etc.) | 


ADDRESS (Street, city ar tawn, state} 


Far-advanced senility ysQ No 
20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 1B.) 
CAUSE OF DEATH 
Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) {Caunty) {State} 


21. | certify thot | ottended the deceosed from.__.JUN€_________. , 19.60_, to Sept 25____. , 19 L@hat | lost sow the deceased 
_——— 128 


___, ond that deoth occurred at_6.20QAM, from the couses and on the date stated obove. 


DATE SIGNED 


2c. NAME OF CEMETERY OR CREMATORY 


Galena _ Cemetery 


‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF 


Burial “*""" Bept.28,1960 


22d. LOCATION (City, tawn, ar caunty) (State) 
Galena, Kent Co. Md. 
‘24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
4 
pare SEP 2 9 60 Onthun £, Forasah 


ils, Williuglerc, Md, 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR 102 @MAEDICAL EXAMINER'S CERTIFICATE OF DEATH 10171 
HEAL oft SuRRor peat = oe 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission} 
~ 6 a 

ee  Ceeil .  aewvunn ||*" maryland * ON Cecil Ma 
He = b. CITY OF Rous iB outside ig al ¢, LENGTH OF STAYIN Ib ||. c. CITY OR TOWN {if outside corporete limits, write RURAL and give neerest town) 
gS5 wri end give neerest town] 

eee Bainbridge 11 hrs 45 min Port Deposit 

e oy d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress)_ / d, STREET ADDRESS. "| Rg ee, 

‘| station Hospital, USNTC, , Bainbridge, Md, |203-B Laffey Circle,Manor Heights | Ys () NoKt 


- 


ief Medical Examiner's Office along with form PM3. Page 5 may be retain 


USUAL OCCUPATION ( id of work Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) 


r+ fe 
rt 3 3. NAME OF Middle Last 4. peo Month Dey  — Yeer 
2 Be] hers 
£ 
og 5 Lapeer em, Se. THOMAS _ CHARLES PORTER _ BERTH September 15 
= a SSE nas OR RACE|7, MARRIED [_] NEVER MARRIED [7] | & DATE OF BIRTH |s. Raa e IF UNDER 1 
uv “ Months Deys 
5 3 Male ucasian | wioowe oO Divorced [ } 7-3-59 1 sve. | 

4 
ve nN 

nN 


gs 1 and 2 with the State Board of Hea] 


as done during most of working nif retired) 
3 _ ee. * VIRGINIA 5 a - 
2 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME ‘> 
s RICHARD WINFIELD PORTER LINDA MAE LACY 
o 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ~ Address 2 7 
3 (Yes, no, or unkown) | (If yesgive warordatesofservice) 
5 a =a) E * Hospital Records _ oe. eS ee 
3 18. CAUSE OF DEATH [Enicr only one cause per line for {e), (b), end {c).] : "| INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY. ere oe eA 
= * IMMEDIATE CAUSE fe) ___ PREumococcic Meningitis hr.45 min. 
5 3 1 G & DUE TO 
5 » Conditions, if (b) ~~ e! 2 - 5 4 

geve Lad to immer a 

DUE TO 


cause lest. e) 


a) 
4 
Bs] 
5 3 PART II. OTHER SIGNIFICANT CONDITIONS ‘CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle) 19. WAS AUTOPSY 
Ponte Dacia aie neeneeeinay PERFORMED! 
v Ee 
5 3 ves [] NO oe 
= © | 2De. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury In Pert | or Pert Il of item 1B.) 
£ & | PRIMARY [] or CONTRIBUTING [] 
= G | CAUSE OF DEATH. 
: s 20c. TIME OF INJURY Month, Dey, Yeer | 2Dd. INJURY OCCURRED | 202. PLACE OF INJURY (Home, ferm, | 201. (Cily or town) (County) (State) 
‘ 3 Hour em. While __Not While fectory, street, office bldg., etc.) | 
= 19 t work [_] et work i 


21. I certify that | took charge of the remains described above, held an Autopsy Ky}. inspection ma Inquiry im) and in my opinion 
death resulied from: Natural causes kK). Accident ite! Suicide es Homicide im} Undetermined manner Oo 
CHIEF MEDICAL EXAMINER oO 


ICAL EXAMINER: This certificate should be executed within 24 hours after death. If any day 


please execute the certificate, wri 


or its designated agent, prior to burial, cremation, or removal, and in any e 


4 should be forwarded to the Chi 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit 


AT A mp, ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 

ey examiner's ~R. C. DODSON M. D. DEPUTY MEDICAL EXAMINER K] 

: NAME (Type) Address (Streat, city, town, or county) 
i 22a, BURIAL, CREMATION, | 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) {Stete} 
a 9-17-1960 | West Nottingham Cemetery, Colora » Ma. 
E \ j ‘ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
YS. AISME 
an 7108 WY Ladonctoi., Perryville MGe |omsep19'60 | Cutter £ fiaue 

ie 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 


ACTUAL . 

pice ee wip, ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
DEPUTY MEDICAL EXAMINER [3] 9/21/60 

EXAMINER'S 

NAME (Type) R. C. Dodson Address (Street, city, town, or county) 


Ze. BURIAL, CREMATION,| 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY. 22d, LOCATION (City, town, or country) = (Siete) 


REMOVAL (Specify) 


or its oe 


FOR STA ge MEDICAL EXAMINER’S CERTIFICATE OF DEATH 10 17 2 
HEALTH DEPT. |5-stace or pentru 2. USUAL RESIDENCE (Where deceesed lived, If inslilufion: Residence before edmistion) 
s3.< e. COUNTY e. STATE b. COUNTY 
§2s% etal manviane_| Maryland Cecil a 
Pees b. CITY OR TOWN (if outside corporete limils, ¢. LENGTH OF STAY IN 1b CITY ORTOWN (if outside corporete limits, write RURAL end givo nosrest town) 
385 write RURAL and give neeres! town) 
are! SRL On ee Elkton OR Wks ee 
as 2 @. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give slreol eddress] d. STREET ADDRESS e. IS RESIDENCE 
as} ON A FARM? 
e- = : JAD Dogwood Road nde ves] No [R) 
reed 3 3) NEME OF Last | DATE “Month re 
525 
st T 
eager eae Cy Clarence __ Powers BERTH = Sept. ae 19 60 
gm -=s 5. SEX 6: COLOR OR RACE|7. maRRieD [5g NEVER MARRIED [] | 8» DATE OF BIRTH ; ( IF UNDER 1 YEAR| IF UNDER 24 HRS, 
° “Months | De Hi Mi 
a 2, 2 4 woowe[] ovorceo[]J}April 14, 1923 137 vm. ik ae au. * 
Ea z= 10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Siete or forsign country) ~~ | 12. CITIZEN OF WHAT COUNTRY? 
SBan done during most of working fife, even if retired) . | 
g82G Aubb Mechanic Repairing autos North Carolina U.S 2S 
= ég Se ¥3. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
= = 
wot az 
arc _John Powers _ Brme Balj. 4 a » 
~° T¥S. WAS DECEASED EVER | ‘ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address R.D 
sak: (Yes, no, or unkown) | (Ifyesgiveworordetesof service) ole 
35 5 ee) ee a 238-530-5542 Mrs. Clarence Powers, Elkton, Md, 
=: ‘1B. CAUSE OF DEATH [Enter only one cause por line for (0), (b), end (e).) INVERVAL BETWEEN 
gs £ == PARTI. DEATH WAS CAUSED BY: <i é. . pi sie sh 
ae Eee by mMMEDIATE CAUSE () _Carbon Monoxide gas poisoning 
ees f 
R8a¢ l7>, Je 
3555 3 Conditions? it ony, which (b) ~~ ‘J . _ 
2y ~ oe geve rise to immediete ceuse “er 
aie (@), steting the underlying ( PUETO 
8 ONE 6 cause lest. = ©) | 
eA 35 z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
Z & fe ORMED 
segee i 5 ves [] No &] 
£7585 i | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Entor neture of Injury In Perl | or Pert di of itom 1B.) 
32 x ‘pus z PRIMARY.BY or CONTRIBUTING C1 
= a . : 
2305 2 = ‘Attached hose to exhaust pipe and ran hose into car 
£20 s EOF INJURY Month, Dey, Yeer | 20d, INJURY aauce e 200. PLACE OF INJURY (Home, farm, | 20f. (City or town] (County) (Stetoy 
E580 B15 Bhd om. Wile adaware fectory, street, office bldg., etc.) | Reis 2 
es 2 pm, 9/21 19 GOlewok[] ewok fd | Woods | Elkton" Cecil Md. 
3 “a = 21. I certify that t took charge of the remains described above, held an Autopsy [_], Inspection fr], Inquiry [39. and in my opinion 
23 5 5 death resulled from: , Accident ‘Ba Suicide kl Homicide im} Undetermined manner oO 
25 ae CHIEF MEDICAL EXAMINER [—] 
23a 
S 
ia8 
6x 5 
So 
ri 
aso 


TO peru@Pepicar EX. 


Burial 9/24/60 Cherry Hill Cemetery Cherry Hill, Cecil, Md. 
ADDRESS . 248. REC'D BY REGISTRAR “Tab. REGIONS SIGNATURE 
VS. AISME ‘ 0CT10'6 
sa 79 ES Te on, Na. ale b ete £ Heda 


ail MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ‘ 
1012S CERTIFICATE OF DEATH 40173 


Reg. Dist. No. 


~ ce 
2 3 os 1, PLACE OF DEATH 2. UsuAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 

27 b. C IT VA 
et cil MARYLAND Waryland C8Si1 
= Sy b. CITY OR TOWN (If outside corporote limits, write ]c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
¢ ssa R on nearest town) es 
Sess to 6 days |AWarwick, 
ee y l d. Ta oF nee {If not in hospital, give street oddress) / d. STREET ADDRESS. e. RB RESIDENCE 
5 5 
7 @: L Union Hospital Golts Rd. yes (] No DE 
oo cc 

£6 3. NAME OF Middl 4. DATE Y 
i Bz- DECEASED sie » Month Day ‘ear 
& 33 (Type or print) Charles DEATH Sept 17. 19 60 
a & 5, SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [2] 8. DATE OF BIRTH 9. AGE (in voor IF UNDER 24 HRS. 

Hours] Min. 
Male Negro |wirowenO _ owvorceo 5/29/26 aga oa 


10a, USUAL OCCUPATION [Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) USA 
iis dig re 0 moing oncord Ma 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Otto Raison Viola Hinson 
1§. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. INFORMANT ‘Address 


“yes |“ wiwity'"""p1s-20-3519 Viola Hinson Warwick,Md 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (<).] INTERVAL BETWEEN 


within 72 hours after death. 


Then please remave carbon papers. 


After this certificate has been signed by the attending physician and completely fi 


= 
= 
ov 
‘4 
3 
3 
o 
Q 
3 
o 
a 
i 
| 
Prd 
A 
§ 
54 
2 T 1. DE S CAUSE! 
PART I. DEATH WAS CAUSED BY: 
2 IMMEDIATE CAUSE (©) _ Tuberculous meningitis weeks 
3 oO 6 LK DUE TO 
= z Conditions, if ony, whi Pulmo: u 9 months 
3 E gove rise to immediote 
= gc couse (0), stoting the under. ( DUE TO 
3 § rae lying couse lost. (c) 
3 3 6 we 3 Pant il. OTHER SIGNIFICANT CONDITIONS CONTRI8UTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. tai | 
S$ae5 = > — oe 
rac & ves] No 
i g 
Forse = [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 
3s = |B [or CONTRIBUTING 1 CAUSE OF DEATH 
egses \ © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
g 3 66 G [20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ae (City oF town} (County) {Stote) 
>5 es a Hour o. m. While. Noteedale foctory, street, office bldg., etc.) 
z= ij 3 5 g p.m. 19 Jot work [] ot work [] 
oeses 
Z232>— 21. | certify that | attended the deceased fram Sept 11. 1960, a Sept aly, 1960 Jthat | last sow the deceased 
eee Sept 17 60 10: 304M, 
22g 82 ativean wept 17 190 _, and thot death accurred atO8 30 Mam the causes and an the date stated abave. 
E208 5 2 ADDRESS (Street, city or town, stote) DATE SIGNED 
<5507 ACTUAL 
wes SIGNATURE. : N00, ig xp egg eat get enon Coto os eae ee 21 Sept | 
a. r 
es PHYSICIAN'S 
Sexes Name (Tye)__ Wallace Obenshain,M.D.—_ Geaeii@ncwa sss = Tee 
Fa a3 bs ° 720. BURIAL, ea OM ‘Wb, DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county} (Stote) 
>~Do~ REMOYAL (Gpecit ¥ 2 
Bae Buriat 9/24/60 Bohemia Manor Cem. Bohemia Manor ,Md. 
re 23. FUNERA) DIREGTOR'S SIGNATURE ADDRESS da. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 
Vv 


aur | ARTE LO __909 Poplar St. oR 26760 | Cust SF Phan 


oul 


the funeral director, 
‘should be filed with 


Pages 1 a 


2 
a 
3 
8 
2 
£ 
g 
g 


Then 
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2 
bs 
a 
€ 
o 
$ 
Zz 
S 
5 
2 
Rg 
= 
a 
Q 
o3 
3 
e 
Ps 
. 
o 
= 
~ 
¥) 
Z 
a 
a 
i 
3 
£ 
° 
5 
4 
Fg 
8 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death: Page 4 


< 
2 
rd 
3 
cs 
a 
D 
© 
€ 
= 
3 
re 
5. 
3 
a 
& 
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2 
= 
> 
a 
> 


* 
ECTOR: After 


= 40 FUNERAI 


/ 


page 3 should be detached for use as the burial-transit permit. 
the registrar prior ta burial, cremation, ar removal, ond in any event within 72 hours after deoth. 


TO HOSPITA) 
may be r 


Pale Ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Fi we CERTIFICATE OF DEATH nop. v.ne, LOLT4 


5 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. I institullns Residence before odmision) 
°. , °. : 
Cecil MARYLAND Maryland Sh CORN geod 
B. CITY OR TOWN (if outside corporote limits, write |. LENGTH OF STAY IN Ib |] _c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond ays ms ry a town) 
Last 36 yrs. x North East 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADORESS. IS Wales 
OR INSTITUTION m ‘ON A FARM? 
Cecil Ave, ves no 1K 
ay 
3. NAME OF First Middle: lost 4 ping Month Day Yeor 
DECEASED " 
(Type or print) Philip Richard Ricards DEATH Sept. 19 60 


$. SEX 6. COLOR OR RACE | 7. MARRIED [X] NEVER MARRIED. ‘a! 8. DATE OF BIRTH AGE {In yeors [IF aa i = IF UNDER 24 HRS. 
Ra pehesy) Gn: 
Male white wipowep [] oworceoQ] | Nov.10,1874 yea. 


13. 


100. USUAL OCCUPATION (Give kind of work done! 


He most of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign bay ive baal OF WHAT COUNTRY? 
oom s E onBay_ View, Marylan 


FATHER’S NAME 14. MOTHER'S MAIDEN, NAMIE 
Philip A, Ricards Martha Thomas 


1§. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yev, no. or entrown) [it yes. give wor or dates of service) ‘ se 5 a 
No None Mrs.Philip ReRicards, North Last, Md. 


MEDICAL CERTIFICATION: 


INTERVAL BETWEEN 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (¢)-] INTERVAL GETWEEN, 


glibc ish se Salis vamous Cel] C4vernoma of proitike wth wetes ter’ 


1997 DUE TO 
Conditions, if ony, which (op 
gove rise ta immediate 
couse (0), stoting the under. ( OVETO 
lying couse lost. @ 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[o]]19. WAS AUTOPSY 
Crseve fi 2c Arkerie Sefero rey wes no} 
20. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
‘OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
in aa oe 
20e. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, form, {20F. (City oF town) {County} {Stote) 
oer oie Wiles Nonenele foctory, street, office Sei: etc)! 
p.m. ———!9 fot work [] ot work ' a = 
21. | certify thot | gy the deceased sett en 22 in ae Xxa a (Ge... £.19G2O that t lost saw the deceased 
alive on____-Z 3 Pe) NEE , and that death accurred at, At sof, frofn the causes and on the date stated above. 


Ey es bathed” Yella 


NAIRE (Type) VLE 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 22d. LOCATION (City, town, or county) (Stole) 
REMOYAL an 
ura 9-20-60 orth Best id 


Ws IAL DIRECTOR'S SIGIATUR' 
cJOr2f Gs 


ADDRESS 
North 


ha, REC'D BY REGISTRAR | 24d. REGISTRAR'S SIGNATURE 
pare SEP 21 '60 Cntban £ Hient 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 10 1 7 5 


CERTIFICATE OF DEATH 


eas? 


NAME (Type) 


may be rent 


ieee 
% 3 : ie PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased ee If institution: Residence before admission) “J 
So o °. . COUNTY jp. 
£ 28 Cecil MARYLAND Maryland L 
rs 
£3 3 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 6 IAL ond give_neorest town) ir > / 
2 $2 erry Point 4yrs.5mo.l9diays Hagerstown : : 
Se ote d, NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
3 e O50 OR INSTITUTION ‘ON A FARM? 
7 Veterans Administration Hospital 26% E, F 1i fess Bre 
2 = 5 . NAME OF First Middle Last 4. DATE Month Day Yeor 
ee ae - 
a Boe {Type or print) OMAR © D ROUZEE Deaths Septeinb 19 60° 
eit he D 19) er 29 
= rae S. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. Roe hea IF UNDER LEAH IE UNDER 2 Hs 
= Sme jonths] Doys | Hours] Min. 
= eagle Male White |woow fe ovorceoQ) | Sept.8,1897 63 on. 
2 = a 1a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 Sq during most of working life, even if retired) 
ime Brakeman Virginia USA 
gro 
i 6 3 g 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
cee 
S5< 
es z George A. Rouzee (deceased) Mary E. Fisher (deceased) _ 
= 552 ; vi rs 7/16. . 17. INFORMANT Addr a gk 
= < e z Waa rales SEC seg eS ooes 16. SOCIAL SECURITY NO. 7. 'Charlesto AyWse Va. 
eres Yes 219-20-4407 |Russell Rouzee,Brother, S. Prospect Street 
g g 3 = 18. CAUSE Of DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
2 be J PART |. DEATH MEDIATH CAUSE |. Hemorrhage, retroperitoneal from aortic 28 hours 
= 25 f- =) 1X puto synthetic graft 
= Beg Conditions, if ony, which w_Arteriosclerotic aortic aneurysm unknown 
3 Besa gove rise to immediote 
= coe rf DUE TO 
Sp) renee couse (0), stoting the under- 
z 2 3 5 . lying couse lost. el 
5 a 3 5 ze A Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. eee 
SSotsS =. 
2h 82% ; ) |s Old Myocardial infarction, posterior wall ves NOEL 
= = M4 4 
Feoes © [200. ACCIDENT WAS UNDERLYING [1] [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
Zsao is 3 & [OR CONTRIBUTING 1 CAUSE OF DEATH 
< coe < © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g cS) 5 35 3 ‘20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED =| 206e. Perce OF avury fom oa 1 20F. (City or town) (County) (Stote) 
S5%e8 a aa Sisk While Not while foctory, street, office bldg., etc.) ! 
£=252 : id t work [F] of work H 
ager = p.m. 0! 
pea , VE 
3 g £35 21.1 certify that MXEKIRINMK) attended the deceased framApril 10... 196_, toSept.29_____, 196 Ox rtosaty spacer Jenn 
2.85 DEN MI HSERMA MN EBKXXXKXXXXXNKERK and that death accurred of8.5O,, fram the causes and on the date stated abave. 
5 £63 8 , 220. SIGNATURE 27 NED 
aaa ATTENDING. i TAFF 
ao g rt | Reccule - WY y M.D.| PHYS. Cl Biecror PHYS. 6] 9-30-60 
yee) ae 22c. PHYSICIAN'S 22d. ADDRESS 
zis 
fa? 
Zea 
2 Pe 
fey at 


as TO HOSPITA 
eas 


as 
E> 
wets 
a 

= 


| oe MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
aN 10189 CERTIFICATE OF DEATH m1 26 


Reg. Dist. No. 


DECEASED 


Ned in 


(Type or print) z 


-£ 
pies i 
a2 1. PLACE OF DEATH ‘ 2. USUAL RESIDENCE (Where deceased live. If institution: Residence before admission) 
fz ° ( : a (  ANvENG Z nf COUNTY e ee, / 
= 4 
Be b. CITY OR TOWN [If autside carporote limits, write |. LENGTH OF STAY IN Ib || ac. CITY OR TOWN 3 ‘orporote limits, wajte RURAL ond give nearest town) 
5 RURAL and give nearest town) ae i Xx ? 
Bs [Klin | 5 4 Lik. 
> g d. NAME OF HOSPITAL (If not in rr give street oddress) d. STREET ADDRESS , ©. 1S RESIDENCE 
e: ' ‘OR INSTITUTION Ub { Ss vA ON 4 FARM? 
i ¢ yes ) No 
: tion esp, 4 
5 3. NAME OF First Midgle 4. DATE ah Day Yeor 
3 
® 
8 
2 


t 
S OF 
a a Fth_ Sr, | om Sept, iy .u Go 
5. SEX & COLOR OR RACE |7. MARRIED IBgL NEVER MARRIED [1] [8. DATE OF BIRTH 9. AGE (In yeoW [IF UNDER 1 YEAR[IF UNDER 24 HRS. 
? tt . last bighay) [Months) Days | Hours] Min. 
wivoweo F] Divorced [9 ] 1886 yrs. 


11. BIRTHPLACE (State ar fareign country) 12, CITIZEN OF WHAT COUNTRY? 
Del Oe We Se AS Pn. 


100. USUAL OCCUPATION (Give kind of work done| 


during mast of working life, even if retired) 
iy 


10b. KIND OF BUSINESS bg INDUSTRY 


+ 
° 
& 
i} 
2 
< 
3 
3 
s 
a} 
5 
oO 
2 
x 
a 
¢ = 
= > 
7 Cy 
8 Bhs 
Fae 
eRe 8 
5 
g 88 
. z 
3 58 2 “713. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
2 §8% : ra A | RO 
ee len =" mma | kKONS : 
= Fo 3 15. WAS DE SEASED EVER IN U, S. ARMED FORCES? /16. SOCIAL SECURITY NO. ~ INFORMANT - Address } 
< a ££ (Yes, no, gr unknown, {IF yes, give wor or dates of service) } {) bi =: 
ers A 2215-09-58 SA DY [ad u Kuth @ Kim Mad 
€ D3. 
9 E8E 1B. CAUSE OF DEATH [Enter only one couse per line far (a),_(b), and (c).] INTERVAL BETWEEN 
OA ntoae PART |. DEATH WAS CAUSED BY: or { netertii é 
£ 38 \& IMMEDIATE CAUSE (0) <a a. “ ot Mes 
5 tre ii~” |X DUE TO 
ee oes Conditions, if*on i : 
= . iffony, which b) ' Ve ‘fa 
6 BES gove rise ta immediote : 4 2S n 
5 $8 cause (a), stating the under: ( OVE TO 
g ae =P lying cause lost. fc} zr fa) f am ac 
3 ig 3 5 4 a Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ll 1%. Pe wie 
Ssofs = 
eases (15 sO No Bt 
Feo: § = [200. ACCIDENT WAS UNDERLYING [1 __|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 1B.) 
2.0 oo = & OR CONTRIBUTING [J CAUSE OF DEATH 
geggs & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& 6 > 85 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, form, | 20f. (City or town) (County) (Stote) 
B5f8es s HeuF ap: Witteauaa Satis factory, street, office bldg., etc.) | 
z5i?6 Ed p.m 19 lot work [] ot work | 
es,55 F 
zZe25_— 21. | certify that |jattended the deceased from.__ Sep. N\A toes __-, 19G0,that | last saw the deceased 
28ega | EA 
a 2 
2 fans 3 = d' tha’ ath accurred at. 2 Baw eam the causes and an the date stated abave. 
fa Ge Os, ) ADDRESS (Street, city ar town, stote) DATE SIGNED. 
@:: Maia Xt. 7 
B85 pa wo. AUuOs Wa UMain aT 4 LY, af ;) 
ape 4 
as 
cree: , bay ke 2 AK Tye OY 
as y pe > Tio. BURIAL CREMATION, 22b. DATE THEREOF a NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, ar county) (State) 
>DIo>- wf i 
= , 
obo ee BaHter 9-18-60 pin Manor: Mem, Pk, IN kton, Ma 
- e ) 23. FUNERAL DIRECTOR'S SIGNATURE Dall vo 2dg. REC'D BY REGISTRAR 24b. REGISTRAR'S SIGNATURE 
D , 
was \\\\ PIPPIN FUNERAL HOME Jeg Elktonjomtager 20°60 | Catan f tuna 


x 


MARYLAND STATE DEPARTMENT OF HEALTH 
Diyisiongo TISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARY, Hy 
TUTGS tyTT7 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


1 


FOR STATE 
HEALTH DEPT. 


| 
21. I certify that | took charge of the remains described above, held an Autopsy LI Inspection fr]. Inquiry Lx. and in my opinion 
Natural causes Ge Accident | Suicide [ak Homicide fas Undetermined manner oO 
- 


JOO ct CHIEF MEDICAL EXAMINER [7] 
AV, p, ASSISTANT MEDICAL EXAMINER [] DATE SIGNED 


DEPUTY MEDICAL EXAMINER [3 9=16~60 


Address (Streat, city, town, or county) 
22c. NAME OF CEMETERY OR CREMATORY 


death resulted from? 


«hee eee a = - 
22a, BURIAL, CREMATION, 22d, LOCATION (City, town, or country) {Stete) 


REMOVAL (Spacify) 
Burial 
23. FUNI DIRECTOR 


please execute the certificate, writing the word “pen 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceared livad, If institution: Rasidence before edmission) 
ee SOOM a. STATE b. COUNTY 
52 $3 Cecil MARYLAND || | + , — 
oD as He b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neeres! town) 
you~ writa RURAL and giva nearest town) 
ege° Eltct 1 hour|| 9 N at 
~v ar * aa eee iJ + “sal. 29 . i _ ante 
3 5 8 d. NAME OF ihaee ‘OR INSTITUTION [if not in hospital, give street address) ie d. lorth Ba e. yas 
ee } 
@20h Union Hospital sa 1 ee ves 1] NO Bd 
2ege se 3. NAME OF = re “== Middle > © “Iie 4, DATE = Month a a 
6 £ oa’ s DECEASED OF 
a %. -Re  e S19 60 __ 
$0 == 3 5. SEX 6, COLOR OR RACE) 7, mARRIED [ONEVER MARRIED [-] | & DATE OF BIRTH 9. poclioree IF UNDER 1 YEAR| IF UNDER 24 HRS. 
BBw Months] Deys | Hours | Min. 
rie Ea 2 e au * WwW wivowep [_] DIVORCED Ol Jan 28, 1901 yn. all a | 
2a ge 10s. USUAL OCCUPATION ind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Slata or foreign country’ 12, CITIZEN OF WHAT COUNTRY? 
pee done during most of working life, even if ratired) 
3 BA Ki wa pee Keeping | comuaxyiand ys se) a 
2 a TREE Na Ee House 14, MOTHER'S MAIDEN NAME ; EL 
x 
nN 
<6 ‘. | _ -FeG Harvey Laura. Grant, “er. F —, 
e0EE $ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Address 
a} Ee (Yas, no, or unkown) | (Ifyasgivewerordetesofservice) 
‘es 216-16-472 
= —— oo _ Se Mre Jato Byan, Norty East, Md. 
gs Ed 5 z 18. CAUSE OF DEATH [Enter only ona caure per line for (e), (b). end (c).) + VINTERVAL BETWEEN 
es 2g~ PART I. DEATH WAS CAUSED BY: il a ass 
o=8 BE i p. IMMEDIATE cause (@) _ Hemi plegia Paree a bh 
4 » 3p 
geese 33 
as) a3 we ae DUE TO 
Bes Conditions, if any, whie (b) Arterio se! 2 
eI ,08 § geva rise to immediate cause clerosis. 
of SRS (a), stating the underlying (- OVE TO 
r ey 6 cause last, () 
5 8s z “PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTOPSY 
§ RESTS DEY ERFORMED? 
Sve = 
32 e 5 ves [] No fy 
5s oC) E200. EXTERNAL CAUSE WAS “| 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of Injury In Part | or Part Il of item 18.) * = 
330 & | PRIMARY [] or CONTRIBUTING [1 
= oe S| CAUSE OF DEATH. 
ae s 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. (Clty or town) (County) {State) 
Uso 8 Hour a.m. factory, street, office bldg. ate.) | 
oo 1 
=a & 3 c 7 
206 
Bia: 
338 
He 3 
S33 
sas 
oH 
Sus 
gre 
OS 
BS . 


Methodist North pasts Cecil Co Maryland 
‘ADDRESS Zhe, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


Bast, Maryland pateSEP 2 0 '60 Citar £ Kiawa 


A 


wZTO peruPenicat EXAMINER: This cert 


~> 
Fe 
7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
1019] CERTIFICATE OF DEATH Ei 


gave rise 1a immediate 


cause (o}, stoting the under- ¢ CUETO 


lying cause lost. (e), 


a 
° 
a ra Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) 
= ni 
2 = | 200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il of item 18.) 
Et & | OR CONTRIBUTING C] CAUSE OF DEAT! 
S: © [UF EITHER, NOTIFY MEDICAL EXAMINER), 
3 & ]20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, i 20. (City or town) (County) (State) 
5 5 Poe aa: i aitie ho tans foctary, street, affice bidg., etc.) | 
= p.m. Ww lot wark [[] ot wark [[] i 


21. | certify that! attended the deceased fram ALE. ao eee Whe, ieee, Y. ees _ 19h that ! last saw the deceased 


alive on. fy (i a 19. 


_.., and that death accurred at S2Y20M, fram the causes and an the date stated abave. 
DATE SIGNED 


'ADDRESS (Street, city or lawn, stole) 


= os 
S 3. FS a = CONT vo Rec RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
Ss 8 a. b. COUNTY ° 
nee Cecil marnano || ° iSpyland Cecil 
= 3 @ b. CITY OR TOWN (If outside carporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL and give neares! fawn) 
3 s A tet jive ie town) 1 day Eli : R.D 
52 n 
f= ge Rin Die 
2 2a d. NAME OF Aaa (IF not in hospitol, give street oddress) = d. STREET ADDRESS: e. IS RESIDENCE 
o 2 OR INSTITUTION ON A FARM? 
s ; cS Union Hospital ves (] No (@ 
£ 8 5 3. NAME OF First Middle Lost 4. DATE ‘Month Day Year 
he ’ , 
iE a (Type ar print] ZbaL lyf. OL 40f0 £f|_PEATH of VA Wh " 
fos 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |8. DATE OF BIRTH 9 AGE Un yas EU TYEAR|IF UNDER 24 HRS. 
52 i lanths| Days Min. 
2a Male | White _|moowoQ —_oworcto] [May 24, 1872 ie 
= 4 Be 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. TESaLCE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 8 g 5 during mast af warking life, even if retired) 
8 pss Paper maker Paper Mill Maryland U.S.A. 
be i I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Bes. 2 
B Ss Talbort Scarborough Jane Witworth 
cee 
Bo 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
5 68 3 {Yes, 90, oF unknown) {IF yes, give war or dotes of service) 
pee ° 214-001-0808 John F. Stephens, aS ess Md. R.D. 
i, pe 
3 & g 18. CAUSE OF DEATH [Enter anly ane cause per ine for (a), (b), and (c).] INTERVAL BE BETWEEN 
0 ea PART L DEATH WAS CAUSED BY: BEAT 
2 $s § gL MIMERIATE CAUSE (0) 
= of 
3 la Sb. DUE TO 
= 2 Conditians, if ony, whic i" 
$ 3% 
i ABs 
ia 
g 
53 
& 
° 
Ss 
= 
5 
< 
is) 
a 
2 
= 
z 
° 
Zz 
a 
Zz 
rd 
a 
= 
< 


by the hospit 


PHYSICIAN'S, 
NAME (Type) 


QL) 


2b, DATE THEREOF 7c. NAME OF CEMETERY ‘OR CREMATORY Td. LOCATION (City, tawn, ar county) (State) 
speci 
\ Yar’ | 9/7/60 Cherry Hill Cemetery | Cherry Hill, Md. 
75 ie 


Ai ‘ ‘ADDRESS 240. BEC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
9/58 NY ae i , _ eerens) NE. Racal Na Cotter £ Ainwa 


the registror priar to buriol, cremotian, ar removal, ond in ony event within 72 hours oft 


page 3 shau!d be detoched for use os the buriol-tronsit permit. 


moy be “@ 
TO FUNERAL DIRECTOR: After 


TO HOSPITAI 


zs 
zy 
a 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10492 CERTIFICATE OF DEATH 10179 


Reg. Dist. No. 


tl 


sé 
3 : Ms peace DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
& °. ©. STAT i 
3 z Cecil MARYLAND Md. b. COUNTY Cecil 
ee b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
5 RURAL ond give nearest town) 
2 Elkton Cecilton 
B22 pf d. NAME OF HOSPITAL {if not in hospital, give street address) d. STREET ADDRESS» © @. IS RESIDENCE 
eo / b Pa OR INSTITUTION ON A FARM? 
oY Union Hospital ves (] Nox] 
2 , 
° 3. NAME OF i i 4. 
- DECEASED | (ie Middle Lost PAE Month Day Yeor 
3 ype or ern Dais' Smith ea September 26, 1960 
é S. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 


lost birthdoy) [Months] Days | Hours Mi 


~ 
© 
a 
oS 
2 
5 
g 
ao) 
= 
° 
3 
° c 
2s 
a 3 
¢ = 
=> % 
a 
gt oe emale ite WIDOWED [3 ovorceo [] | September, 23,1880| 80 Yrs 
=f eB. 10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 88% during most of working life, even if retired) 
$b Ue8 Housewife ome Md. U.S Ae 
S$ 285 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

gs 
oe uate David Templeton Mary Elizabeth Knotts. 
8 age 
€ £33 TS, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
= a € £4 {¥as, no, oF unknown) (IF yes. give wor or dates of service) 
& pts No =i one Walter Smith, Elkton, Mds 
£ €28.¢ 
$ Ese ) [18 CAUSE OF DEATH [Enter only one couse per line Far (a), (b), ond (c)-] INTERVAL BETWEEN 
7c ay PART |. DEATH WAS CAUSED BY: 
2 ah IMMEDIATE CAUSE (o} 
2 3:3 506 t= 
eed oe A) DUE TO 
= f2> Conditions, if any, which (o) 3 
ie} =2 gove tise to immediate | 1. F 
& 26. ts 
is Sree cause (0), stating the under- ss ne the 
Soto lying couse lost 
g =P ying couse lost. 

© - 
3 eater a Paxp.tl, OTHER SIGNIFICANT CONDITIONS C NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)]19. WAS AUTOPSY 
3823 A 9 7 ‘i PERFORMED? 

fet = — E yes] nog 
f@aoeo uv 
z G A 
Fooss = | 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Gnier noture of injury in Port | ar Port Il of item 18.) 
$352: & | OR CONTRIBUTING L] CAUSE OF DEATH WA 
aegio G | (1 EITHER, NOTIFY MEDICAL EXAMINER) 
2sess & [20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED — ]20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Fsles 8 Here White. taehehiie foctory, street, office bldg., etc.) | 
ates 3 p.m. 19 _|ot work [7] ot work. i 
OF. 2 . { kf 
Zz Ziue 21. I cer ib fort grrendeg, the decegsed fram, Y Ade fe, \be/, to ae 4 X€__., \9.@thot | last saw the deceased 
ac+<22 * A a / 
Zeg 3 3 alive apgey or 5 Ne tnd that death accurred at_ eee fram the causes and an the date stated above. 
e eo 3 ° i ESS (Street, city or town, stote) 
450 5 act AT. lor ae) C 
ps Ss | SIGNATI ror dll 7 iD: 224 _ See ee 

aza 
z2n35 PHYSICIAN'S f 
Rezie NAME (Type)_Z-¥ £7 UL HY, 
= 3 
$ 23 ie) a \ [Re. Bons eT, ‘Wb. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (Stote) 

SD Os specify) 4 

= eR oe Burtal Sept.29,1960 |Cecilton Cemetery Cecilton, Cecil Co. Md. 
e2 \\ *] 23. FUNERAL DIRECTOR'S SIG) ra Cy, , ADDRESS, F 2do. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS AIS (4) yi Es m4 f Vd. ; f Vie, 259'60 
15M 9/58 \ [edivte orth, —_« Lestg bts, | bodes \ vn SEP 29'6 Catal Fis 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 
rays f, STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


4 ¢ MEDICAL EXAMINER'S CERTIFICATE OF DEATH 10150 


he 
OR STATE 
HEALTH DEPT. 


iS PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institutlon: Residence before Tony, 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part I of item 18.) _ 
PRIMAR: or CONTRIBUTING [7] 


CAUSE DEATH. 


200. PLACE o Rte jaeate i ape he ee 8) Mek 7 —_ (State) 


20¢. TIME OF INJURY Month, Dey, Yeer RY (Hom ; 
mnt. While __Not While) factory, sreat, office bldg:, atc.) 
BebOom 228, 60 ncn Si wow Bi] Ded. and Che 
21. I certify that | took charge of the remains described above, held an Autopsy [al Inspection ix Inquiry [ot and in my opinion 
death resulted from: Natural causes jmh Accident (ot Suicide 2. Homicide im) Undetermined manner ‘a 
CHIEF MEDICAL EXAMINER all 


at_hit_b; 
20d. INJURY OCCURRED 


MEDICAL CERTIFICATION 


=a.£ ea a. STATE b. COUNTY 
Ra e9 Cecil, PAESERND em faette — 
3. b. CITY OR TOWN [if outside corporate limits, ©. LENGTH OF STAY IN tb ¢. CITY OR TOWN (If outside corporete limits, write RURAL end give neeres! own] 
3 $ 5 write pe end ear nearest a 44> y 
i ° 
we >t ee | Sat Wilmington — ___ : 

58 dy NAME She rise i i —_ rae, {iF not in hospital, give sireet eddress) d. STREET ADDRESS, @. 1S RESIDENCE 
s 2 / ON A FARM? 

ee a ae E Pe 600 Vandeder Ave. _ __| ts(] No [ae 

2eea A 3. NAME OF i Middle > = estte Ts oe ~ Month ‘Dey Yeer 
52578 RECERSED 
Het 'ype or print) SEarit q 
35 ee ee __ Bligi “ Tor _._ 9 4__.. ab _ oy 
Sa 8s 5. SEX 6, COLOR OR RACE|7, j4aRRIED [SENEVER MARRIED [] | 8- DATE OF BiktH 9. AGE (in years |IF UNDER} YEAR| If UNDER 24 HRS. 

SS st birthdey) | Months] Days | Hours) Min 
Sutie Months] Days | Hours Min, 
5 BENS Noel W wioowen[] —_vivorceo[]| L2n4012 Boys. | | 
Zaye 108. USUAL OCCUPATION (Give kind of work | IDb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) ¥2. CITIZEN OF WHAT COUNTRY? 
ES i an « | done during most of working life, even if retired) 
S2e57 ousewife oe IS ‘ ee 
et 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME ea =a 
x 
Noa 

> 

£6es sno _ information 5 no_information -—s re ie z 
=£9 EE 9 WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
=a 2 es (Yes, no, or unkown) | (Ifyes give werordetesofservice) es 
at: ee PS : . Diane Tor, 600 Vandeder Aves Wilmington, Del. 
$2 = 18. CAUSE OF DEATH [Enier only one cause per line tor (e). ae RETWEEN 
gee PART |. DEATH WAS CAUSED BY: Onsen et 
x= 8 WMAMEDIATE CAUSE [e)____ Drowned ie Sow 
3 > “A , 
a8 v t O X% © vveto 
3 6 Conditions, if eny, which bas es = 2 a =. 
Fa gave rise to immediete cause 
ofS (2), stating the underlying ( PUETO 
eee couse lest. (e) 
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or its designated agent, prior to burial, cremation, or removal, and in any ¢ 


please execute the certificate, writing the word “pending” in pencil in 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permi 


ACTUAL 
Seneorine map, ASSISTANT MEDICAL EXAMINER [—] DATE SIGNED 
- Meniaieen's DEPUTY MEDICAL EXAMINER ff Qu 2O-E0: 
2 NAME (Type) Address (Street, city, town, or county) —_ oes . 
W 5 , "Qu NAME OF CEMETERY hos CREMATORY 22d, LOCATION (City, fown, or country) " (Stet) 
a MOVAL (Specify 3 
° ll 
a . PONERAL DIRECTOR ne 24a. REC'D BY REGISTRAR | 24K/ REGISTRAR'S SIGNATURE 
YS, AISME 
5M 7/59 patsEP 21" Olea £ Gash 


oa 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


if HG , MEDICAL EXAMINER'S CERTIFICATE OF DEATH 10 184 
Att. 


if HI. PLAGE OF : oF ae 2. USUAL RESIDENCE (Where decessed lived, HH institution: Residence before od 
e IT’ 


& EC/L BA @. STATE DEL. b. COUNTY NV. CASTLE 


—] 
wr 7 
ae 
" 


= 
necessary, 
rector. Page es 
fae) 
A 


~ b. CITY OR TOWN (if outside corporete limits, | €. LENGTH OF STAYIN 1b |! c, CITY OR TOWN (If outside comporete limits, write RURAL end give nearest town) 
write RURAL end give neeres! town) va 
CHESMPEALE Cy | D4 We MIME TON Lan 
d. NAME OF HOSPITAL OR eae 7 ‘ot in hospitel, give stra address) d, STREET ADDRESS e. 15 RESIDENCE 
e ON A FARM? 
. , 2. G00 View 2 Ere K Le | ves [J No Ba 
3. NAMEOF First = “Middle Month “Dey - 4 


DECEASED 


(Type or print) JoseeH 4 FoR Vite: SEPT 1&, 960 
9. AGE (In yeers |IF UNDER} YEAR TF UNDER 24 HRS. 


See 4. COLOR OR RACE] 7, MARRIED x NEVER MARRIED [] | 8. DATE OF BIKTH 
ee patel Psa Deys | Hours | Mine 


ALE WHT | woowf] — oivorceo [] 1| Mev va 7 19 191 > \|¥7 


We. USUAL OCCUPATION (Give kind of work YOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stele or foreign bee 
done during most of working life, even if retired) 


| 12. CITIZEN OF WHAT COUNTRY? 


within 72 hours after hae 


File pages 1 and 2 with the State Board 


form PM3. Page 5 may be retained tor your files. 


| Se RE SALES EN ter USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME . x 
0 /N Co No (WFO 4 
jee we Bee EAINIUIS. AER EAEEe 16. SOCIAL SECURITY NO.) 17, INFORMANT ‘Address 
, We th ml _ IM Rs ItmesPiecsoT7! ‘itm DEL, 
5 CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).. _ TV INTERVAL BETWEEN 


ONSET AND DEATH 


PART DeATAucoraTe cause «| __ DPRRO WM SVE 


f 50 0% DUE TO 
Conditions, if eny, 


geve to immediate couse 
(0), stoting the underlying (OVE TO 
cause lest (c) 


FS PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1( °) ad 19. WAS AUTOPSY 
7 -—s. = * owl ‘D? 

i= 

3 yes [_] NO RK 
) | © [aoe ecragyat cause was 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of Injury In Pert | or Pert Il of item 18.) i a 

5 PRIMARY JX or CONTRIBUTING [1 

A! % 

8 | cause Pha CRUISER HIT BY O16 TAYLER 
|S | 20. TIME OF INJURY "Month, Dey, Yeer 2Dd. INJURY OCCURRED. | 20¢. PLACE OF at ag sal ‘ 2Df. (City or town) | (County) {Stete) 
‘\ Fo Hour om. While __ Not While 4 fectory, street, o! iW 2 ye 
0 A? % 19 EO let wort [Est work | CHESAPEAKE Cty, M1 


21. I certify that | took charge of Ihe remains described above, held an TE ALTE a Inspeclion x Inquiry ray and in my opinion 
death resulled from: .. Natural causes fet Accident bef Suicide [2 Homicide Oo Undetermined manner Oo 
CHIEF MEDICAL EXAMINER [_] 


‘DICAL EXAMINER: This certificate should be executed within 24 hours after death. If any d: 


please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the fun: 


4 should be forwarded to the Chief Medical Examiner's Office along wi 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-trans} 


or its designated agent, prior to burial, cremation, or removal, and 


ACTUAL 
a annenee ia.p, ASSISTANT MEDICAL EXAMINER [“]} DATE SIGNED 
DEPUTY MEDICAL EXAMINER & 

EXAMINER'S TT, 29d 6o 

NAME (Type) RK D @pso > + Address (Street, city, town, or county) SEP ‘ ea Me = 
8 Baas Ach 22b. DATE THEREOF "| 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) : 

pecily, 

3 © |9-AK-CO | ALL SAverS WILM DEL, 
ss tei? 23, FUNERAL DIRECTOR ADDRESS ey Att, 2ae, REC'D BY REGISTRAR |24b, REGISTRAR'S IGN ‘5 SIGNATURE 
VS. AISMI 
5M 7/59 P/P/A/4 Fevchar tent blab De “™ Md” DAREP 2 6 '60 Onttun _§£ Firesa 


cont 


ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs after death. Page 4 


by the haspital ar attending physician. 
CTOR: After this certificate has been signed by the attending physician and completely filled in 
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may be re! 
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Pages 1 and 


Then please remave carban papers. 
the State Board af Health priar ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


page 3 shauld be detached for use as the burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH 


ma 
10207 pao OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 Hl] 1 & 2 
We Brcnce ee BH ect y carat (Where deceased lived. If institution: Residence before admission) - 
o. a. b, COUNTY } 
Cecil week eg Maryland he 
b. CITY OR TOWN (If outside corporale limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest town) ; 3/ 
Perry Point 9 days Aberdeen (AS bh A 
d. NAME OF HOSPITAL [If not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Veterans Administration Hospital 36 Monroe __ ves] No §) 
3. ea First Middle Lost 4. ee Month Day Yeor 
(Type or print) JACK, JOHN (urn) W. WILLIS DEATH September 18 19 60 
5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 H 
last birthdoy) [Months] Days | Hours] Mi 
Male Negro wipoweo [] DivorceD [3 9-5 =98 62 ys. 
10a. peo OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Farmer Farming Virginia USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Thomas Willis(deceased) Josephine Morris 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. lk INFORMANT 


Address Aberdeen, Md. 


Yes. no, or unknown] (WF yes. give war or dates of service) 
\ Yes i 12-4554 | Mrs. Elsie Ames, sister, 36 Monroe Street 
7 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond {e).] INTERVAL BETWEEN. 
PART I. DEATH WAS CAUSED BY: , ONSET AND DEATH 
IMMEDIATE CAUSE (o)_AUYicular Fibrillation (Clinical) unknown 
LLL x DUE TO 
Conditiols, ony, which Hypertensive cardiovascular disease unknown 


gove rise to immediote 


couse (0), sloling the under ( DUE TO 

Sg OEM, «Central vascular hypertension unknown 
a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)] 19. wae 
2 a 2a 
& Arteriosclerosis generalized ves NOT] 

=| = | 20a. ACCIDENT WAS UNDERLYING D) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

& [OR CONTRIBUTING 1 CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= ae eee EE eee 
& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, fos 20. (City or town) (County) (Stote) 
a Hour o.m. While Nol chite: foctory, street, office bldg. etc.) | 
z p.m. 19 Jot work [] ot work O] i" 


21. | certify thatxXtK (this hospital) attended the deceased fromBeptember--9. 1960 tRSeptember-18-60 thet tH chep deste 


ex cexeconn SUMMA XKKX KKK MK and that death accurred alt: OCMasram the causes and an the date stated above. 
Mo. SIGNATURE 2b. DATE 


AL Q ATTENDING MED. STAFF ee SIGNED 
i U7 M.D. | PHYS. DIRECTOR PHYS. 


7c. PHYSICIAN'S i ‘22d. ADDRESS 9-19-60 


EP" a,b. MOONEY, As al Hathologist,V.A-Bospital,Perry Point ,Md. 


2a. . CRI ON, | 23b. DATE THEREOF R ATORY TION 
BURIAL, EMATION b. a orc are ai ei Canen PRES Hiee aes ay, Pa ‘or county) (Stote) 
Burial 9/2 1/60 ree Maryland 


Wy Tarri raga Home | 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


Son, Alkerdeen, Md. PAfep 92 '60 Cltban £, Pnad 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1 We 
1019: 10183 
ie, H1938 CERTIFICATE OF DEATH = a 
2 3 = 1 BACT CE DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
£ a. °. b. COUNTY 
* 32 i Cecil MARYLAND Md. Cecil 
= 3 3 ) b. CITY OR TOWN {if outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢, CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 
$8 RURAL ond give nearest town) 7 ‘ 
2 pe Elkton 14 hrs. Rural Elkton 
= 3 d. NAME OF HOSPITAL (IF not in hospital, give street address) d. STREET ADDRESS @. IS RESIDENCE 
co) e 5 OR INSTITUTION ‘ON A FARM? 
g 2 Union Hosp a. 4 ves []_No ft 
2 5 3. NAME OF First Middie Last 4. DATE Month Doy Year 
4 = . . 
Se bu Ae Tol BERTHA Fe. WOOIMAN vat §=Sept. 11 160 
eg é $. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE tn years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
» "1 De He Min, 
emale | White |woowom  ovoreoo| Oct. 1, 1881 | YB. on Oe 


11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


hysician and campletely filled in 


- 
: 
2 Fd 
2 a VOa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
g a5 during most af warking life, even if retired) 
x @ 
S ges Housewife at_home k UeSeAe 
g 885 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
@ 85 
g gee s anuel Major Emma _ line Roff 
8 
€ 88 WAS DECEASEDEVER IN U. 5. ARMED FORCES? [16 SOCIAL SECURITY NO. | INFORMANT ‘Address 
Somes = m0, oF unknown} {IF yes, give war or dates of service) 
& per | Jno | none rs, Mildred Cameron, R. D, Elkton, Md, 
3 Eee [ [18 CAUSE OF DEATH [Enter only one cause per ling for (0), (8), and my, INTERVAL BETWEEN 
ou E85 PART |. DEATH WAS CAUSED BY: Y os ) fedclay poly 
ae es "1 IMMEDIATE CAUSE (0) a ZL, Lat fg 4At a hbase Ds 
5 fe? / <i Ps DUE TO /) 

> 
= Lae Canditions, if any, which © hate) tno foap er: GP Y § 
8 BES gave rise to immediote eS Soe Fi J 
ta couse (0), stoting the under- { DUE TO ft v4) A iB) ke} 
5 732 lying cause lost. eC / ¢ y 22eH bibles oes Z 
E285. 4 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART T(o)]19. WAS AUTOFSY 
=> a9 - 

Ease ( é 
eh sed Rd ves] nofy 
eo. ee © % e _ 
Folze E [200. ACCIDENT WAS UNDERLYING (]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
oa E | Or CONTRIBUTING LJ CAUSE OF DEATH 
Zeegs 1G |(IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 * . te 
go5es § [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20f. (City or town) (County) (State) 
S5les a Hour .o. m. While Nat while fectory, street, office bldg., etc.) ; 
ze ae = pom. 19 lat work [J at work [] { 

OE,e8 : 
z g23s 21. | certify that | attended the deceased fram_. pier he Ts. 7 Whe, to. Lhe fl. SG ner 19___, that | last saw the deceased 
eoc< 2= 4 fy e ee? 
Zen 88 olive On LL Mani hey , and that death accurred at 254M, fram the causes and an the date stated abave. 
ES 8 Bo ) SY, ADDRESS (Street, city or town, state) bb. SIGNED 
<a ei A ACTUAL (Lif aod /, 

gas SIGNATURE. Ant ies (Ds, Seeeee ed L2Y fat. lbs ee Riis Men 

aze ~ = / 

25 f PHYSICIAN'S j 

ages y 2 VEE 4 
S2g2i NAME {Type ZTEN STAVE a Lal nee BY BS — 

Py aes 
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zDD 
ba) ° I 
of okt Burda Qu tte 6O ton Ma 
Pie \,\\]23. FUNERAL DIRECTOR'S SIGNATURE 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
vat Elkton, Mfbyr sep 20°60 | Cuter 4 
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